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Rheumatoid arthritis has long been one 
of the most disheartening conditions which 
we, as physicians, are called upon to treat. 
Since the condition is chronic, progressive, 
and disabling in the vast majority of cases, 
our patience as doctors is often sorely 
taxed. For this reason, and because of the 
natural optimism of patient and physician 
alike, we have long looked for some sub- 
stance which if given to the rheumatoid 
patient would bring about a cure, much as 
penicillin brings about a cure in lobar pneu- 
monia. The many nostrums which are con- 
stantly advertised in the lay press are 
patent testimony of this fact. Consequent- 
ly, following the dramatic demonstration by 
Hench and his co-workers! of the thera- 
peutic effectiveness of cortisone and ACTH 
in rheumatoid arthritis many of us are in- 
deed apt to lose sight of the well established 
principles of treatment in this condition 
which have been worked out over a period 
of years and which I feel have thus far in 
no way been changed by the introduction 
of the new preparations. This is especially 
true at the present time, as will be dis- 
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cussed in more detail a bit later. It is in 
our understanding of the pathologic physi- 
ology of rheumatoid arthritis and its rela- 
tionship to adrenocortical function, rather 
than in the therapeutic applicability on a 
large scale to patients that the greatest ad- 
vances have thus far been made. 

Many problems are yet to be solved be- 
fore cortisone, ACTH, or allied substances, 
can be given to the rheumatoid patient in- 
discriminately. For this reason, I should 
like to review with you some of the general 
principles of treatment in rheumatoid arth- 
ritis. 

PREATMEN' 

We should not lose sight of the fact that 
rheumatoid arthritis is a systemic disease, 
although one which mainly involves fibrous 
tissue. The debility, anemia, hypotension, 
and similar manifestations make general 
upbuilding measures of utmost importance. 
These include extra rest, especially when 
the inflammation is active. The average 
rheumatoid patient who is moderately ill 
will require twelve to fourteen hours of bed 
rest at night and his daytime activity 
should be limited to amounts which will not 
cause fatigue. Although the etiology of 
rheumatoid arthritis still remains un- 
known, some of our psychiatric colleagues 
have lately pointed out that the condition 
may fit into the group of so-called psy- 
chosomatic disturbances. Certainly every 
attention should be paid to the emotional 
problems of the rheumatoid arthritic, be 
they primary or secondary, and we should 
not be deceived by the superficial cheerful- 
ness often noted in these patients. 

There is no specific diet for rheumatoid 
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arthritis except one which is high in calo- 
ries, vitamins and anticonstipation fea- 
tures. An attempt should be made to bring 
the rheumatoid who is underweight up to 
his normal weight. Likewise, the over- 
weight patient should be reduced in order 
to take strain off weight-bearing joints. A 
multivitamin capsule should be added to the 
daily dietary regime. The anemia in this 
condition is apparently similar in origin to 
that noted in chronic nephritis and may 
well be due to bone marrow suppression. 
Seldom will the active rheumatoid respond 
to either liver or iron in large doses and the 
best way of bringing the blood count to 
normal is by means of transfusion. Obvi- 
ous foci of infection are removed not be- 
cause they are believed to be a cause of the 
disease but only insofar as they lower the 
patient’s general resistance, and therefore, 
his ability to combat the process which is 
going on in the body. 


The second important principle in the 
treatment of rheumatoid arthritis pertains 
to the proper care of joints and this in- 
cludes the prevention and treatment of 
deformities. In my opinion, salicylates and 
especially plain aspirin still remain the best 
drugs for relief of joint pain, especially 
that due to the so-called fibrositic compo- 
nent. Parenthetically, it should be pointed 
out that the latter is the chief cause of pain 
and stiffness in most rheumatoids. Either 
aspirin or sodium salicylate can be used but 
they should be recommended with the ad- 
vice to the patient that doses be adequate. 
The dose cannot remain fixed but depends 
upon the severity of the process as well as 
individual variations in absorption and 
tolerance. Some patients obtain relief and 
adequate blood levels on 40 to 60 grains a 
day, where others may have blood levels 
below the therapeutic range on 150 or more 
grains a day. If dosage is adjusted to take 
these facts into consideration very few 
patients will fail to obtain relief from aspi- 
rin. During the period of acute flares in 
joints, as a general rule, the joint should 
be kept at rest. This is especially true when 
weight bearing joints such as the hips and 
knees are involved; and the patient who is 


kept off his feet until the inflammatory 
process can subside will in general do bet- 
ter than the patient who is allowed up and 
about. As the process tends to become 
quiescent, joint movement should become 
progressively increased. A good rule re- 
garding activity is that any activity which 
is not followed by a significant increase in 
pain or stiffness within twenty-four hours 
is safe; whereas a significant increase 
means that the activity is excessive. The 
physician should make every effort to keep 
joints in positions which will allow their 
best function in the event that they undergo 
ankylosis. For instance, if the knee is in- 
volved and pain is relieved, as patients are 
so wont to do, by flexion of the leg, it is 
obvious that if ankylosis occurs in the 
flexed position the extremity is no longer 
of value in walking. However, if ankylosis 
occurs with the leg extended, the extremity 
will still be useful for this purpose. Other 
examples of such measures are efforts to 
keep the spondylitis patient in an erect 
position, rather than allowing him to be- 
come pulled over and ankylosed in the posi- 
tion of flexion (pretzel). This can be ac- 
complished by such measures as the use of 
a Taylor brace, a firm bed with boards un- 
der the mattress, prohibition of the use of 
pillows while in bed, deep breathing exer- 
cises and the like. I cannot help but point 
out that the patient’s will to “work at” his 
disease, especially in prevention of joint 
deformity, is one of the most important 
features in this respect and is often a re- 
flection of the time, interest, patience, and 
kind encouragement of his physician in 
pointing out the consequences of “giving 
up” to the condition. 


We cannot underestimate the contribu- 
tion which physical therapy has made to 
the care of the rheumatoid arthritic. It 
should here be emphasized that there are 
many simple procedures of known effec- 
tiveness which can be carried out by pa- 
tients at home. These include the use of 
contrast baths to the hands and feet once 
or twice daily, and the use of a luminous 
baker which will provide effective heat 
over large surfaces. Gentle massage and 
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motion should follow these measures. 
Physical therapeutic measures are designed 
not only to increase the blood supply to the 
affected joints and relieve pain but like- 
wise to increase the range of motion in af- 
fected joints, prevent ankylosing deformi- 
ties and preserve muscle strength which is 
necessary as soon as active motion can be 
resumed. Many of our larger hospitals are 
also instituting programs of occupational 
therapy which are particularly helpful for 
the rheumatoid patient, either in the hos- 
pital or later at home. Another simple 
measure which is often helpful and should 
not be neglected when there is involvement 
of the metatarsophalangeal joints of the 
feet is the insistence upon low heeled shoes 
which give good support and are wide in 
the toe. To these should be added meta- 
tarsal bars and pads which shift the weight 
from these affected joints. 

It is only after such a program has failed 
to control the rheumatoid process that in 
the past we have considered the use of such 
measures as mild fevers (incidentally, 
whose effect is believed to be by stimula- 
tion of adrenocortical hormone), gold salts, 
and the like. I shall not discuss these fur- 
ther at this time. 

ROLE OF CORTISONE AND ACTII 


Now, what of the role of cortisone and 
ACTH in rheumatoid arthritis? As you 
know, these substances were first adminis- 
tered by Hench and his co-workers at the 
Mayo Clinic in late 1948 and were noted to 
produce dramatic results. Clinically, ad- 
ministration of either substance is noted to 
produce certain clinical effects and a pat- 
tern of improvement becomes evident with- 
in a maximum of forty-eight hours. Usual- 
ly the fibrositic component, that is, the 
muscular and articular stiffness begins to 
diminish first and often may become mark- 
edly or even completely relieved within a 
few days. Secondly, articular tenderness 


and pain on motion are lessened, articular 
swellings generally diminished, sometimes 
fairly rapidly and completely but occasion- 
ally tardily and incompletely. Mild flexion 
deformities of such joints as knees and 
elbows may also be observed to disappear 
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under administration of these substances. 
Patients who are bedridden and crippled to 
the extent that they are unable to feed or 
dress themselves, comb their hair, or wring 
out a washcloth, soon are able to accom- 
plish all of these maneuvers without diffi- 
culty. The appetite often improves rapidly 
and there is a gain in weight and improve- 
ment in strength. Patients remark that the 
feeling of toxicity is gone and experience 
a marked sense of well being. 

There is a return of the arthritis either 
slowly or rapidly following discontinuance 
of therapy, although in a few patients who 
have had several courses on cortisone there 
has been some tendency for the remission 
after each course to be of longer duration. 
A few patients have had “permanent” clini- 
cal relief, and by permanent I mean up to 
a year following discontinuance of treat- 
ment although this number is distinctly in 
the minority. 

A summary of the laboratory effects is 
as follows: the sedimentation rate in gen- 
eral follows the clinical course and is noted 
to decrease, although not always to normal. 
Hypochromic anemia is generally signifi- 
cantly improved. Electrocardiograms taken 
before and at the termination of adminis- 
tration of cortisone fail to show significant 
changes except for slowing of the heart 
rate. Similar heart slowing effect has been 
noted in cases of rheumatic fever. 

These hormones are powerful agents 
which influence a wide variety of physio- 
logic functions. Their undesirable effects 
bear a direct relation to the size of the daily 
dose and the duration of the period of ad- 
ministration. Although some of the pa- 
tients showed little or no intolerance even 
to fairly prolonged administration of cor- 
tisone or pituitary adrenocorticotrophic 
hormone, in others one or more of nearly 
all of the clinical and metabolic features of 
adrenocortical hyperfunction were observed 
in varying combinations. These included 
rounding of the facial contour, mild hir- 
sutism, acne, keratosis pilaris, muscular 
weakness, edema, amenorrhea, purplish 
cutaneous striations, impairment of carbo- 
hydrate tolerance, negative nitrogen bal- 
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ance and hypochloremic hypopotassemic 
alkalosis. In most cases the excretion of 
creatinine and uric acid was increased. 
There was evidence, furthermore, that the 
function of the adrenal cortices in man was 
depressed at least transiently by cortisone 
as had been observed previously in rats. 
This might be a disadvantage for a patient 
confronted with a surgical operation or 
other stress. Likewise, overstimulation of 
the adrenal cortices by long continued ad- 
ministration of large doses of pituitary 
adrenocorticotrophic hormone conceivably 
might lead to their exhaustion and thus to 
adrenal insufficiency. 


Despite contributions of the past two 
years there are still many large gaps in our 
understanding of rheumatoid arthritis and 
others of the so-called collagen diseases. 
Nevertheless, these contributions have 
greatly aided our understanding of the 
pathologic physiology of these diseases and 
the role of the adrenal cortex in them. 
Whether a continuance of the work with 
cortisone and ACTH will provide the last 
word as far as treatment of rheumatoid 
arthritis is concerned or will be replaced by 
other preparations is still speculative. It is 
my own feeling that we are still in the stage 
of exploring the pathologic physiology of 
rheumatoid arthritis and allied diseases. We 
are aware that cortisone and ACTH are pow- 
erful hormonal agents which influence a 
variety of physiologic processes. The means 
by which these processes are altered is still 
far from clear and it is probable that the 
several undesirable effects of cortisone and 
pituitary adrenocorticotrophic hormone 
ought not to be regarded as side effects or 
toxic reactions. As Sprague and his co- 
workers’ have pointed out, preferably they 
should be called physiologic alterations 
which represent effects of the biologic ac- 
tivities involved. These effects call for 
careful consideration and a balance in their 
therapeutic use between what is most de- 
sirable from the standpoint of the disease 
in question and what is best from the stand- 
point of the over-all welfare of the patient. 
It is conceivable that the ultimate role of 
such substances may be similar to that of 
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insulin in diabetes and that as more is 
learned about proper dosage we may be 
able to keep the patient in that narrow gulf 
between rheumatoid symptoms and toxic 
effects or so-called physiologic alterations, 
much as the diabetic is kept between insulin 
reaction and diabetic coma by proper ad- 
justment of the insulin dosage. Despite the 
enthusiastic reports in both the lay and 
medical presses, I do not feel that we should 
limit our thinking at this time merely to 
the therapeutic implications. Rather, we 
are in the stage of trial and error and a 
study of the pathological physiology of a 
group of diseases the end result of which is 
not yet in sight. 
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DISCUSSION 

John M. McMahon (New Orleans): The ques- 
tion was asked about dosage of cortisone or ACTH. 
This is a difficult question to answer, because no 
one knows what the final outcome of that will be. 
The dosage used on the cases studied at Mayo was 
an initial dose of 300 mg. of cortisone acetate di- 
vided into two portions on the first day, followed 
by a daily dose of 100 mg. Within forty-eight 
hours, the patient will be free of symptoms in most 
cases. Now, the group that was studied originally 
was a group of patients that seemed to have the 
greatest amount of arthritis that was potentially 
reversible. In other words, patients with longstand- 
ing joint deformities, or ankylosis, are not going 
to respond to the drug, because it has a primary 
effect upon the fibrous tissue. When you see these 
people that are all bent up and have been for years, 
the chance of bringing about any corrective activity 
of the soft tissue is limited. If you drop the dose 
down to 75 mg., you may only get partial relief. 
If you get it down to 50 mg., you may get no relief 
at all. That has been the problem which has not 
been worked out. Can you give a certain dosage 
which will keep the patient free from arthritis and 
at the same time free from the so-called “toxic” 
effects? No one has been able to answer that so 
far, and the work that is going on now is that of 
trying to find out what can be done. 

Question: How many days do you give 100 mg. 
a day? 

Dr. McMahon: For varying periods. You might 
keep on for two or three weeks. It has been tried 
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with one or two patients for six or nine months 
to see what the effect would be. But I should em- 
phasize that in Rochester they think of these com- 
pounds as being still in the investigative phase. 
How you would treat a patient that you and I 
might have in practice is another question that 
has not been answered, and I cannot tell you that. 
I know if you give it to a patient who is in fairly 
good shape, you can keep him that way as long 
as you give it. At the end of three or four weeks 
you will begin to notice this rounding of the face, 
acne, purplish discolorations, impairment of glucose 
tolerance, negative nitrogen balance, diabetic blood 
picture, and so on. No one want to push a patient 
over into something else. From that standpoint, 
there are all kinds of things that have not been 
solved. 

Question: Were you able to see a significant 
rise in the reticulocyte response as reported in the 
treatment of leukemia? 

Dr. McMahon: I do not think that was studied 
in the rheumatology section. Some of the hematol- 
ogists were studying that problem and I have not 
seen their reports to date. 


¢). 
U 





PSYCHOGENIC FACTORS OF 
NONSPECIFIC CHRONIC 
ULCERATIVE COLITIS 


BENJAMIN F. PARKER, M. D. 


NEW ORLEANS 


Ulcerative colitis has been traced back to 
1669, at which time Sydenham first de- 
scribed the bloody flux. The emotional fac- 
tors in ulcerative colitis were not appre- 
ciated, however, until 1930, at which time 
Murray noted the connection between the 
onset of symptoms and emotional disturb- 
ances. He also noted the frequency of fear- 
fulness, emotional immaturity, strong ma- 
ternal ties, and difficulties over marriage, 
and he emphasized the unburdening of re- 
pressions in bringing about remissions. 
Since that time, considerable interest has 
developed in a new approach to what has 
been a difficult therapeutic problem. 

There has been some difference of opin- 
ion in regard to the importance of the emo- 
tional factors which have been observed in 
these patients. It is difficult, at first 
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glance, to see how mere emotional factors 
could cause such definite organic lesions as 
ulcerations. There is experimental evi- 
dence, however, to the effect that strong 
sustained emotional reactions can actually 
cause organic changes in an organism as 
the result of sustained dysfunction, in this 
case a sustained hyperfunction of the auto- 
nomic nervous system and the parasympa- 
thetic system in particular. This is borne 
out clinically by the fact that patients ac- 
tually improve and experience remissions 
as a result of psychotherapy. 


Patients with ulcerative colitis in general 
have a childlike manner, are complaining 
and resentful, and have an unsatisfactory 
sexual life. They often have an exagger- 
ated, idealistic, and sometimes a positively 
naive, infantile conception of love. Gener- 
ally, they consider bodily sexual contact as 
something inferior. There is frequently 
loss of libido or impotence in the male, and 
there is frigidity in the female. Mastur- 
bation is frequent. Physical and emotional 


immaturity are common, the immaturity 
providing an index to the kind of person- 
ality that is apt to develop a disorder of the 
vegetative nervous system in which psychic 


factors play an important role. Patients 
are preoccupied with their bodies. Intellec- 
tually, they are generally well developed, 
although there are few original minds. 
Their high intellect often is associated with 
inability to throw off the effects of the 
emotional episodes. Carefulness and neat- 
ness are often exaggerated, particularly in 
regard to speech, dress, choice of friends, 
duties, and so on. They are extremely sen- 
sitive, even oversensitive, and cannot repay 
in kind any insult or abusive word. They 
are inclined toward introjection, and dis- 
play a hesitating, unbalanced attitude to- 
wards the value of their own personality. 
On the one hand they often feel inferior to 
others; on the other hand, they really have 
a high opinion of their own qualities and 
inwardly are full of criticism of others. 
Many have financial difficulties. They are 
extraordinarily egocentric. They have a 
small circle of social interests and seldom 
are prominent members of some social 
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society. Their attitude toward life is pas- 
sive, and they are ambitious only to a 
limited degree. They are fearful, and, in 
imminent danger, are often overtly coward- 
ly. They choose the path of least resistance, 
and in an emergency situation usually re- 
treat or fail. A striking lack of aggressive 
tendencies, and a great need for love, sym- 
pathy and affection are common. In all 
male cases there is an abnormally strong 
attachment for, and dependency on, the 
mother, often combined with a fear of the 
father. Frequently in females there is a 
strong fixation on the father. It is diffi- 
cult to induce them to speak of their inner 
lives. The age of onset ranges from eleven 
years to seventy years, with the majority 
of cases beginning between the ages of 
twenty and thirty, the ages when ties with 
the home are severed and responsibilities 
of starting their own homes begin. And, 
lastly, many patients are aware that emo- 
tional factors are the cause of their re- 
lapses. 


The psychological factors are similar to 
those in some simple diarrhea, and in 
mucous colitis, and it has even been con- 
tended that spastic constipation, mucous 
colitis and ulcerative colitis simply are dif- 
ferent stages of the same disease. In the 
majority of cases, however, the ulcerative 
colitis begins suddenly, without previous 
bowel difficulties, and with a definite tem- 
poral relationship to some emotional upset. 
These patients show deep unconscious hos- 
tile trends and suicidal drives. They are 
narcissistic and immature anal neurotics, 
and have no awareness of genital sexuality. 
They have little energy left for the life 
tasks, and are “‘giver-uppers’”. These pa- 
tients are usually obsessive compulsive or 
conversion hysterical personalities. In all, 
there is a certain degree of depression. 
They show an inward expression of emo- 
tion, insecure feelings, feelings of inferi- 
ority, and masochistic and sadistic compon- 
ents. As a rule the patient is masochistic 
on the surface and sadistic underneath. 
Masochism has been described as derived 
from identification with the mother, and 
the sadistic components a result of resent- 
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ment against the father. The ulcerative 
colitis patient furnishes a marked contrast 
to the psychologically mature, energetic 
peptic ulcer type. They are dependent, 
anal-receptive and oral aggressive. 


Wittkower, in a study of 40 cases, found 
that: 17 patients gave histories dating from 
childhood of obsessive compulsive behavior ; 
14 of the 17 displayed grossly pathological 
features; i.e., obsessional thoughts, fears, 
impulses and actions. Twelve patients of 
the 40 gave histories dating from childhood 
of hysterical behavior; these patients, inci- 
dentally, were all females and were much 
more in touch with reality and less harassed 
by internal conflicts than the obsessive 
compulsive group; 5 of these cases were 
grossly hysterical. Six of the 40 cases in 
childhood had shown marked feelings of in- 
feriority, which prevented them from as- 
sociating with other children. They were 
apt to take offense easily and brood over an 
imaginary slight, without showing it out- 
wardly. As a result they showed social 
anxiety and the colitis was precipitated by 
rather marked conflicts with their environ- 
ment. All in all, in 37 of the 40 patients, 
the colitis was antedated by psychological 
abnormalities or disorders well beyond the 
normal. Twenty-eight of the 40 reported 
relapses, and of these, in 17, the relapses co- 
incided with severe emotional disturbance. 

The attacks of ulcerative colitis are pre- 
cipitated when satisfaction of infantile de- 
pendence is threatened. There is a combi- 
nation of acute love loss and painful humili- 
ation, which usually precedes the attack by 
barely a few days. The acute love loss oc- 
curs when the patients are suddenly de- 
prived of loving care with which they had 
been surrounded. The humiliation is a 
humiliation of their innermost pride and 
self-respect in a constellation in which they 
had failed as a man or a woman, and, com- 
mon, was the abrupt, harsh, almost crude, 
way in which this took place. A narcissism, 
artificially nursed, by a parent or a parent 
substitute, is acutely offended. The patient 
makes an attempt to solve the conflict; he 
tries to evade it and inwardly continues to 
sulk; he nurses his grief, whereas outward- 
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ly he tries to appear unaffected. In the 
case of male patients who have been tied 
to their mothers, a conflict between the 
mother tie and a desire for marriage are a 
repetition of the birth experience, precipi- 
tating the onset of the colitis. In the case 
of female patients, a conflict between 
father fixation and the desire to fulfill an 
adult female role is the precipitating factor. 


It is well known that a state of emotion 
is often accompanied by hypermotility of 
the colon and probably by hypersecretion 
and vasomotor disturbances. There is fre- 
quently a pupillary dilatation and increased 
pulse rate, and in the acute phase the blood 
pressure is often low, frequently with a 
systolic pressure less than 100. The diar- 
rhea is an infantile response to fear, the 
stool having a meaning of restitution or of 
a symbolic expression of hostility. As I 
stated, the majority of these cases are ob- 
sessional or hysterical. The obsessives be- 
come ill because of inadequate external 
events, interacting with powerful internal 
conflicts. The hysterias become ill through 
dramatic external events. They are both 
passive anxieties, which may lead to a 
vreater distortion of character in men than 
in women. Deep anxiety over problems 
of emotional aggressiveness characterizes 
ulcerative colitis. The narcissistic organi- 
zation of the personality in ulcerative coli- 
tis, with the underlying reaction, is more a 
psychotic rather than a psychoneurotic pic- 
ture. It is a type of organic suicide. Ulcer- 
ative colitis has been classified as a hyper- 
kinetic disease, in which there is an exag- 
geration of normal function; that is, tone, 
peristalsis, and secretion of mucus. Mas- 
chowitz holds that in all hyperkinetic dis- 
eases, the patient’s ego is involved with a 
maladjustment with his environment. Ex- 
perimentally, in dogs with colonic explants, 
ulceration of the mucosa had been shown to 
develop within twenty-four hours if the 
colonic muscle remains in spasm, and the 
ulcers could heal in ten to fourteen days if 
the muscle became relaxed. It was found 
that spasm was caused by a mechanical 
stimulation, acetylcholine, or other para- 
sympatheticominetic drugs or dysentery 
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toxin. Also in dogs it has been learned that 
fright will cause pallor of the colon mucosa, 
and, in addition, mechanical stimulation 
causes localized patches of pallor in the 
colon mucosa. More recently, Grace, Wolf 
and Wolff, observing four cases of ulcera- 
tive colitis with prolapse of the colon, 
through a colostomy, have found that feel- 
ing states characterized by anger and re- 
sentment are associated with hyperfunction 
of the colon. This hyperfunction is mani- 
fested by hyperemia, engorgement, hyper- 
motility, hypersecretion of mucus and the 
enzyme lysozyme, which in high concentra- 
tion exerts an injurious effect on colonic 
mucosa. It was found also that the hyper- 
function results in increased fragility of the 
colonic mucosa. The response is parasym- 
pathetic in nature. The parasympathetic 
system in emotion is not too well under- 
stood. Possibly it mediates deep mortal 
anxiety and fear of death complexes which 
are found to be associated with deeply re- 
pressed, aggressive impulses and uncon- 
scious guilt. It is known that in any intense 
emotional reaction the parasympathetic, as 
well as the sympathetic, system comes into 
play, the parasympathetic system overpow- 
ering the sympathetic. Anxiety causes 
muscular spasm and mucosal changes in an 
organ rendered susceptible either by a psy- 
chological or a physical sensitization, or 
both. The physical determinants of organic 
sensitivities remain unknown and are 
either constitutionally inherent or lie in 
very early environmental factors. Study of 
the personality types lends credence to the 
theory that personality conflicts originat- 
ing in childhood during the anal stage of 
psychosexual development play a predomi- 
nant role in the organ selectivity. 


In therapy the goal must be limited. The 
immediate measure of success is reduction 
of anxiety and removal of the symptoms, 
and may occur rapidly if the reassurance 
given the patient is sufficiently intense. 
Therapy which has proved most successful 
consists of emotional catharsis which re- 
lieves the patient considerably, and simple 
reassurance. With this treatment, the coli- 
tis clears up, but the patient remains neu- 
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rotic. Medical management is essential 
both for symptomatic relief and to decrease 
as much as possible the mechanical irrita- 
tion of the diseased mucosa. The amount of 
recovery depends upon the extent of the 
lesion and consequently the amount of resi- 
dual scarring. In common with many of the 
psychosomatic illnesses, there is a tendency 
for the colitis to relapse whenever an emo- 
tional upset occurs which threatens satis- 
faction of the infantile dependence. Much 
of the patient’s anxiety must be laid to af- 
fronts against his person, property, and 
dignity. When it comes to interpretation, 
it is also of immense value to an intelligent 
patient to have an explanation of his bodily 
symptoms which is at once intelligible and 
physiologically correct. The patient’s anx- 
iety must give way to confidence. At- 
tempts at insight therapy tend to throw the 
patient into a depression and increase the 
ulcerative colitis symptoms. Too deep prob- 
ing tends to elicit more unconscious prob- 
lems than it can alleviate and thus may ag- 
gravate, even dangerously so, the course of 
the physical illness. 
SUMMARY 

Chronic ulcerative colitis occurs in physi- 
cally and emotionally immature individuals 
who are extremely dependent and narcis- 
sistic. It occurs more frequently at the age 
when the individual has to give up his de- 
pendence and assume adult responsibilities. 
Deep unconscious hostile trends and feel- 
ings of guilt are common. The majority of 
cases have either obsessive compulsive or 
Attacks are pre- 
cipitated by a situation consisting of acute 
love loss and painful humiliation to self in 
which satisfaction of infantile dependency 
is threatened. Physiologically the colitis re- 
sults from a sustained hyperfunction of the 
parasympathetic nervous system due to the 
intense emotional reactions associated with 
the deeply repressed aggressive impulses 
and unconscious guilt. Therapy consists of 
catharsis and reassurance combined with a 
sympathetic medical management. 


hysterical personalities. 
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DISCUSSION 

Dr. Edmund Connely (New Orleans) : Of course, 
we all agree that emotional reactions have a defi- 
nite influence on the physical, and we all have seen 
lots of cases of diarrheas and other gastrointes- 
tinal reactions which are definitely emotional. 

There were two things that I thought might be 
mentioned. Dr. Parker’s suggestion that deep psy- 
chotherapy should be used guardedly is a_ point 
well taken. There are some things which are too 
unpalatable for us to 


13S, 


colitis personality 


studies, 19.58 


Autonomic regulations, Interscience 
Emotions 
1044, 


W508 


swallow about ourselves. 
There is such thing as being tactful with ourselves, 
as well as our friends. If deep spychotherapy is 
pressed too far, the emotional result may cause 
more harm than good. In listening to the previous 
discussions, I wonder just how much effect sug- 
gestion has on the reactions to the other treat- 
ments. There are a lot of people who need to have 
something objective, and I believe the part sug- 
gestion plays in the results from the other treat- 


ment is considerable. 


I am not trying to steal anybody’s thunder or 


credit, but of course I am a psychiatrist, and I am 
ready to accept any kind of reaction as being psy- 
chiatric and almost any kind of reaction as being 
in response to suggestion. 
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POSTPARTAL PSYCHOTIC 
REACTIONS 


HUNTER P. HARRIS, JR., M. D. 


NEW ORLEANS 


In recent years there has been an ever in- 


creasing interest in psychobiologic rela- 


tionships in health and disease. Particu- 
larly since the war just past, medical jour- 
nals have more often than ever before pre- 
sented articles concerning psychological 
considerations in various disease syndromes 
or special fields of medicine. ‘Psychoso- 
matic medicine’ though representing no 
new concept has attained wide and popular 
usage. Gynecologists and obstetricians join 
psychiatrists not infrequently now for a 
pooling of their knowledge and experience 
toward the end of greater understanding 
and more effective management of such 
conditions as menstrual disorder, infertil- 
itv, habitual abortion, hyperemesis gravida- 
rum, and others, particularly when insuf- 
ficient or no organic factors exist to ex- 
plain the difficulty.' Perhaps the earliest 
such combined efforts of obstetricians and 
psychiatrists were in relation to major men- 
tal disorders occurring in the wake of child- 
birth. It is hoped that this discussion of 
postpartal psychotic reactions will have 
more bearing on the whole matter of emo- 
tional hygiene in pregnancy, labor, and the 
puerperium, than the title suggests. 


The term postpartal psychosis is mislead- 
ing in that it suggests some specific clinical 
entity. As has been pointed out by a num- 
ber of writers?" on the subject, this is not 
the case, however. It is seen that childbirth 
serves as a precipitating event leading to 
psychotic reactions not essentially unlike 
those occurring in other circumstances, and 
following other events in the same age 
group. 

Presented at the Seventieth Annual Meeting of 
the Louisiana State Medical Society, April 26, 
1950, in Baton Rouge. 

Though psychoses occur not too frequent- 
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ly in the average obstetrician’s practice. 
having been reported variously as 1 in 400 
to 1 in 1000 deliveries,* a general psychia- 
trist not infrequently is called upon to care 
for patients whose emotional illness has be- 
come obvious shortly after delivery. The 
average of various reports indicates that 
about 8 per cent of female admissions to 
mental hospitals are clearly related to child- 
birth.? 

Nearly all psychoses associated with the 
puerperium fall into three main diagnostic 
categories: Manic-depressive psychosis, 
schizophrenia, and toxic-exhaustive deli- 
rium. Averaging the percentage distribu- 
tion of these catagories reported in several 
series, Boyd’ determined that manic-depres- 
sive psychosis contributed about 40 per 
cent of cases, while schizophrenia and toxic- 
exhaustive reactions accounted for 20 and 
28.5 per cent, respectively. 


Toxic-exhaustive reactions are fairly 
typical of such reactions occuring under 
other circumstances. Such reactions may 
be noted within a few hours to a week fol- 
lowing delivery. Characteristics are: 
clouding of consciousness with confusion, 
disorientation and memory difficulty ; vivid 
and sometimes terrifying visual and audi- 
tory hallucinations are described, leading 
to excitement and overactivity. Such re- 
actions may or may not be associated with 
complications such as prolonged, difficult 
labor, hemorrhage, or infection. That some 
individuals withstand severe exhaustive 
experiences and significant toxic trauma, 
while others develop a delirious reaction 
with minimal or no apparent causative fac- 
tors, seems to depend on the basic stability 
or emotional integration of the personality, 
or possibly in addition to this, poorly un- 
derstood constitutional factors. 


Manic-depressive reactions are of two 
types: Manias and depressions. Either 
may have its onset as a usual thing seven 
days to two weeks postpartum. The manic 
episode, characteristically, is ushered in by 
a day or two of restlessness, excitement, 
and garrulousness, which is quickiy fol- 
lowed by increasing hyperactivity, pressure 
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of speech with flight of ideas, irritability, 
and often grandiose thinking. The depres- 
sive reaction, on the other hand, begins us- 
ually gradually with expressions of discour- 
agement, disappointment, or apprehension. 
This is followed by retardation of physical 
and mental activity, profound sadness and 
thoughts of unworthiness and wrongdoing. 
Loss of appetite may lead to malnourish- 
ment and dehydration. Suicide and infanti- 
cide constitute real dangers. 

Schizophrenic psychosis manifesting it- 
self in the puerperium is more often than 
not an illness which has had a slow insidi- 
ous development previously unrecognized, 
but now accelerated. Characteristic are a 
perplexed, preoccupied, apprehensive be- 
havior with a suspicious distrustful atti- 
tude, and an air of uncertainty. Patients 
may seem aloof, indifferent, and disinter- 
ested in the people about them, including 
the infant and husband. Their conversa- 
tion may become disconnected and highly 
symbolic, making it sound illogical and 
senseless. They may speak of hallucina- 
tions, usually auditory, and sooner or later 
verbalize delusional ideas. They may be- 
come highly excited, talking continuously in 
a disorganized and incomprehensible fash- 
ion and their general behavior may be 
equally as striking. 

It cannot be determined during pregnancy 
which patients may develop a toxic exhaus- 
tive reaction. A proneness to such reactions 
on rare occasions may be known from a 
previous history of such a reaction to an- 
other circumstance. There is the possibil- 
ity, however, that attention to emotional 
hygiene during gestation toward the goal 
of counteracting anxiety components will 
support the usual prophylactic measures 
against these complications. 


Detection of the person liable to develop 
manic depressive psychosis is a task for an 


expert. They are so-called “cyclothymic” 
individuals and generally “oscillate between 
the poles of warm, infectious gaiety, and 
unobtrusive, taciturn somberness”’.’ A his- 
tory of a psychotic episode with a previous 
pregnancy makes it almost certain there 
will be a recurrence, while a history of a 
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manic-depressive reaction, even if. mild and 
of short duration under some other circum- 
stance, will suggest the likelihood of a re- 
currence with parturition. 


Development of schizophrenia finds 
ready soil in the so-called schizoid person- 
ality. These people are characteristically 
shy and timid, tending to be seclusive and 
withdrawn, cold and reserved. They are ex- 
tremely sensitive and easily hurt, but are 
reticent and seldom show their feelings, re- 
sorting to day dreams and fantasy for emo- 
tional satisfaction and protection from 
stress. Frequently deep and rather binding 
attachments to parents are seen. Many 
women who have developed schizophrenic 
reactions in connection with childbirth have 
given histories of considerable sexual diffi- 
culty. Often they have had only one court- 
ship and this has been unusually long. They 
have usually married under pressure from 
families, fiancee, or convention and have 
most often been frigid throughout their 
marriage.* 

Early recognition of these psychotic ill- 
nesses is an important step in management. 
If the obstetrician is uncertain as to wheth- 
er certain observations indicate an early or 
impending psychosis, he should not hesitate 
to ask for psychiatric consultation. Early 
psychotherapeutic interviews can some- 
times prevent the deep regression which 
otherwise often follows in these patients. 
This is particularly true of the early schizo- 
phrenics. If these patients are permitted to 
drift for several days with the thought or 
hope that all will be well in a few days 
without adequate attention to intake of 
nourishment and fluid, and judicious use of 
sedation, they may in light of their over- 
activity, excitement, and uncooperative- 
ness, quickly became toxic, exhausted, de- 
hydrated and malnourished. Every effort 
should be directed towards treating any in- 
fectious or other physical complication, and 
improving the general physical health. 
Constant nursing attention is imperative 
and the patient should be placed in a pri- 
vate room where adequate precaution can 
be taken against injury or suicide. Re- 
straint should be avoided by use of ade- 
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quate nurses. Transfer of the patient, es- 
pecially the manic-depressive and schizo- 
phrenic patients, to a psychiatric unit or 
hospital as early as possible is advisable so 
that individualized psychiatric management 
may get under way. At the time this is 
done it should be explained frankly and re- 
assuringly to the patient even though she 
may object to it or may seem not to com- 
prehend. 

The prognosis for recovery in this whole 
group of patients with psychotic reactions 
related to childbirth as a_ precipitating 
event is favorable in 70 to 75 per cent as 
practically all those with manic-depressive 
or toxic-exhaustive reactions recover.’ The 
recovery rate in the schizophrenic group is 
comparable, or only slightly better than 
that of schizophrenic patients in general. 

Before considering some further etiologic 
factors it may be helpful to summarize 
briefly some of the psychological aspects of 
pregnancy. Since childbirth is the ultimate 
expression of sexuality, it is a deep and pro- 
found emotional experience and stirs feel- 
ings and attitudes connected with the earli- 
est development of the woman. Some of 
these early feelings and attitudes are close- 
lv related to sexual development yet may 
not be consciously known or may even be 
alien in quality to her conscious awareness. 
The child’s concept of the inside of the body 
is a gastrointestinal one. This is developed 
out of experiences with eating, colic, and 
defecation. The child also knows instinc- 
tively or through observation that babies 
come from within the mother’s body yet the 
child has no awareness of the womb; hence 
early theories of oral impregnation and 
birth of babies from the rectum or by a 
kind of cesarian section at the umbilicus. 
It may be seen how these infantile theories 
might be associated with anxieties which 
later associate themselves with pregnancy 
and labor though the original theories are 
now lost to the grown-up’s conscious mem- 
ory. These infantile anxieties are rein- 
forced by a further series of events in the 
course of female development: (1) dis- 
covery of an open place instead of a penis 
(this is often construed by the child as a 
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wound) ; (2) menstruation with its discon- 
certing flow of blood; (3) the first coitus 
involving rupture of the protective hymen; 
and (4) childbirth with all its pain and 
danger.® The situation is helped none at all 
by a number of women always seeking to 
relieve their own anxiety by relating “grue- 
some stories of horrors and perils’® con- 
nected with these various developmental 
experiences. Ernest Jones says “the influ- 
ence emotional processes exert on the 
course of pregnancy and labor depends in 
the last resort on the woman’s attitude to- 
wards the vital content of her body, the 
unborn babe—does she deep in her uncon- 
scious feel it to be something ‘good’ invested 
with love and pride or something ‘bad’ as- 
sociated with hatred and danger.’’”® 

The individuals developing manic-depres- 
sive or schizophrenic psychosis are es- 
pecially overburdened with fear, jealousy, 
hate, envy, and guilt feelings stemming 
from especially frustrating or otherwise 
traumatic experiences of early childhood. 
Their personality adjustment and stability 
is precarious at best and the deep emotional 
experience of childbirth readily disrupts 
the personality equilibrium. In their psy- 
chosis, many express hostility toward the 
infant openly or through denial of it in 
fantasy and similarly toward the husband 
who is held responsible for the impregna- 
tion. 

In addition to the psychological factors 
playing an etiological role, environmental 
and sociological factors have been seen to 
be important. “Tllegitimacy, bigamous mar- 
riage, extramarital conception, unhappiness 
of married life, religious conflicts and ab- 
sence of the husband from the home’’ are 
some of these. 

It seems clear that along with antenatal 
care and treatment psychological preven- 
tive measures can and should be carried out. 
“Such treatment would have to be directed 
towards establishing a healthy attitude 
towards childbirth, the development of a 
sound maternal instinct, and removal of 
acute conflicts arising from the marital 
situation. It may often be necessary for the 
psychotherapist to extend his interest to 








112 


the husband or to others with whom the 
woman is living. By thus depriving envi- 
ronmental conditions of their pathogenicity 
the proportion of psychotic reactions could 
well be materially reduced.’”® 

It has been known for a long time that 
women wish to put great trust in their ob- 
stetrician and are inclined to become to 
varying degrees emotionally dependent on 
him. He should avoid at considerable cost 
any disappointing acts or inconsistency in 
his relation to his patient. He needs to be 
straightforward and truthful yet weigh 
carefully what he says lest he create som« 
new doubt or fear in her thoughts. He has 
an extraordinarily rare opportunity to 
build up a warm meaningful human rela- 
tionship with his patient thus getting her 
off to a good start in motherhood making 
for much less trouble for the pediatrician 
and psychiatrist. 

The obstetrician should be alert to ex- 
pressions of fear and anxiety and should 
thwart these whenever possible through 
frank discussion with his patient about the 
physiology, mechanics, and pharmacology. 
of pregnancy, labor, and lactation. He 
should find the use of simple diagrams very 
helpful in imparting strengthening knowl- 
edge to his patient and offsetting the dan- 
gers inherent in ignorance. Great care 
must be taken against promises which have 
even the remotest chance of going unful- 
filled. It is probably unwise ever to prom- 
ise painless childbirth. Aside from this, 
much is to be found of instructive interest 
particularly as regards fear and its man- 
agement in Grantly Dick Read’s Childbirth 
Without Fear. 

The prophylactic measures against psy- 
chotic illnesses pointed up here may have a 
wider usefulness and 


purpose. A _ secure, 
unafraid, informed mother will have a 
favorable effect on her child. The wide 


social and economic implications of favor- 
able mother-child relationships may well 
repay the obstetrician for his contributions 
to this end. 
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TREATMENT AND PREVENTION OF 
CARDIOVASCULAR EMERGENCIES 


HAYDN H. CUTLER, M. D. 
AND 
JAMES D. KELLY, M. D. 


MONROE 


Myocardial infarction and its subsequent 
complications rate a high priority on the 
list of medical emergencies. The ultimate 
outcome of such emergencies depends on 
proper diagnosis and the immediate insti- 
tution of appropriate treatment. Fortun- 
ately, most cardiovascular catastrophies 
can be readily recognized with the aid of a 
stethoscope, sphygmomanometer and a 
short accurate history. More elaborate tests 
and confirmatory studies can be made after 
the institution of emergency treatment. 
Since patients with myocardial infarction 
present some or all of the cardiovascular 
complications, we have arbitrarily caosen 
the treatment of such a patient from the on- 
set through the various complications as an 
illustration for the treatment and preven- 
tion of cardiovascular emergencies. 

The treatment of acute myocardial in- 
farction can be divided into three stages. 
First, the stage of emergency treatment; 
second, the stage of immediate follow-up 
treatment; third, the stage of long-term 
treatment, including the thrombo-embolic 
complications, heart failure, pulmonary 
complications, the arrhythmias and surgical 
considerations. 

Presented at the Seventieth 
the Louisiana State Medical 
1950, in Baton Rouge. 
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STAGE OF EMERGENCY TREATMENT 
Absolute rest is the first consideration. 
The patient should be bodily transported to 
the car, ambulance, or even to his own bed 
and, until such time that transportation is 
available, he should remain where the acute 
distress occurred. 


Control of pain is the second most im- 
portant step in the state of emergency 
treatment. Morphine sulfate is the choice 
narcotic, and if the pain is severe, or dysp- 
nea, pulmonary edema or shock exists, then 
intravenous morphine may be used in 14, 
grain doses diluted with 5 to 10 cc. of sterile 
water. The respiration should be carefully 
watched and if the patient develops respir- 
atory suppression, coramine or metrazol 
should be administered. 

STAGE OF IMMEDIATE FOLLOW-UP TREATMENT 

Rest implies both physical and mental re- 
laxation. The psychic and somatic are in- 
separable and one suffering from an acute 
myocardial insult must be repeatedly en- 
couraged and reassured. Adequate time 
must be allowed for healing and develop- 
ment of collateral circulation into the isch- 
emic myocardium, and rest is necessary 
even in the absence of subjective pain. 
There is an increasing tendency, however, 
to allow the patient some active motion such 
as feeding himself, bed exercise, and the use 
of the commode at the bed side. Controlled 
physical activity prevents pulmonary and 
venous stasis which so often is a precursor 
of the undesirable complication of thrombo- 
phlebitis, phlebothrombosis, pulmonary em- 
boli, and pulmonary stasis. The gradual 
increase in the amount of exercise must be 
governed by the individual case. 

Sedatives such as phenobarbital, 12 grain, 
or bromides in 15 grain doses, two or three 
times daily, may suffice for needed seda- 
tion. Paraldehyde used in a_ retention 
enema is also effective for needed sleep but 
one should avoid the use of narcotics when 
the hypnotics will adequately control symp- 
toms. 

Oxygen—When morphine fails to give 
adequate relief of the anginal pain, then 
oxygen, preferably by means of the oxygen 
tent, may prove more helpful. Other indi- 


cations for its use are cyanosis, dyspnea or 
pulmonary stasis. Unfortunately, the use 
of oxygen engenders an unreasonable and 
unwarranted fear in the minds of some pa- 
tients, and therefore we discontinue its use 
as soon as the emergency will allow. 

Coronary Vasodilators—The xanthine 
drugs are not only useful because of vaso- 
dilation and relief of pulmonary congestion, 
but also because of their diuretic effect. 
Aminophylline, if given intravenously two 
or three times daily, may help relieve an- 
ginal pain. Theobromine, 7.5 grain tablets, 
three times a day orally, is also an effective 
adjunct. Papaverine relieves anginal pain 
because of its direct smooth muscle anti- 
spasmodic effect and is best administered 
intravenously in doses of 1 to 1.5 grain in 
10 cc. of distilled water every two or three 
hours. Atropine decreases the reflex vaso- 
constriction of the unoccluded coronary 
blood vessels by inhibiting the vagus effect 
and is especially indicated when morphine 
is administered. 

The diet prescription varies, from a 
Karell diet (200 cc. milk every four hours) 
to that of a bland diet. Sodium, in any 
form, should be restricted and this is espe- 
cially true in the presence of heart failure. 
One should maintain an adequate liquid 
balance, especially when there is vomiting, 
dehydration, or acidosis. In an obese pa- 
tient, the diet should be regulated in order 
to return him to his standard weight. The 
dietary management subsequent to an acute 
coronary occlusion consists mainly of a low 
sodium intake and control of metabolic con- 
ditions such as obesity or diabetes. 

STAGE OF LONG-TERM TREATMENT 

After the acute phase of myocardial in- 
farction has passed, the future treatment 
becomes less dramatic but much more dif- 
ficult. In the first place, treatment is pro- 
longed and frequently one has the trying 
job of separating the functional complaints 
from the symptoms due to organic disease. 
Usually there is a six to nine month period 
of mental and physical readjustment fol- 
lowing an acute myocardial infarction when 
the patient is learning to live within his new 
physical limitations. The successful treat- 
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ment of the mental strain and ankiety is as 
important as the drug therapy which consti- 
tutes most of the succeeding discussion. One 
must be on the alert to discern the early 
symptoms and signs of peripheral throm- 
bosis, embolic phenomena (especially pul- 
monary emboli), and be prepared to treat 
heart failure and the acute cardiac arrhyth- 
mias. 

Our observation, in a small community, 
proves that anticoagulant therapy has low- 
ered our morbidity and mortality rate. In 
our experience it has not been as successful 
in preventing vascular complications as one 
might gather from the literature. 
heparin only occasionally, due primarily 


We use 


to the expense and its short effective anti- 
coagulant time. If dicumarol is adminis- 
tered, the prothrombin time must be tested 
daily to properly control its administra- 
tior ; this as an additional expense and not 
widely available in small communities. 
of the 


pense of anticoagulant therapy, we have re- 


Be- 
cause failure, difficulties and ex- 


sorted more and more to venous ligation. 

The early diagnosis of a pulmonary in- 
farct is frequently overlooked. Undue ap- 
prehension, restlessness, depressed feeling 
in the chest, especially when they occur in 
a male patient over forty years of age, 
should make one think of pulmonary in- 
farction. Shock, pain, and hemoptysis are 
late manifestations. Our indications for li- 
gation are dependent on the individual case. 
First is a positive Homans’, or Whites’ 
sign, and secondly, we strongly consider 
venous ligation immediately after the first 
evidence of pulmonary infarction. 

The recognition of early heart failure is 
sometimes quite difficult requiring close 
study and observation. Some of the early 
symptoms of heart failure are: dyspnea, 
(either mild or severe), insomnia, weak- 


ness, nocturnal cough, and nocturia. Physi- 
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cal signs are: distant heart tones, gallop 
rhythm over the apex of the heart, rales in 
the lung bases, especially on the right side, 
venous congestion with distended neck veins 
and an enlarged tender liver. An easy test 
to help discern heart failure is the decholin 
circulation time. If the circulation time is 
above 20 seconds, then you have confirma- 
tory evidence of heart failure. A pulsus 
alternans prognosticates imminent left ven- 
tricular failure. With evidence of heart 
failure, or when heart failure is strongly 
suspected, the patient is placed upon a re- 
gime consisting of a low sodium diet, mer- 
curial diuresis, and is slowly digitalized 
preferably with the leaf digitalis. Fluid in- 
take and output, and body weight records 
are maintained during this period of obser- 
vation. Increase in body weight and /or de- 
crease in urinary output is regarded as in- 
dicating myocardial insufficiency. 


An acute arrhythmia, whether occurring 
in a patient with myocardial disease or in 
a normal person, is always a difficult and 
worrisome problem. In an attempt to pre- 
vent these irregularities, we routinely ad- 
minister 5 grains of quinidine sulfate three 
or four times a day to our coronary vascu- 
lar patients. When frequent extra systoles 
or a simple persistent tachycardia exists, 
5 to 10 grains are given at one to two hour 
intervals until the irregularity is controlled 
or abolished. 

The mechanism of paroxysmal tachycar- 
dia is the same as fibrillation and flutter; 
therefore, the treatment of these irregulari- 
ties is interchangeable. However, some 
therapeutic agents are more effective and 
In the 
first place, when flutter or fibrillation ex- 
ists, one should think of thyroid disease, 


mitral stenosis, or infection. 


desirable in individual mechanisms. 


If these com- 
plications are excluded, then a few of the 
many therapeutic agents available are: 
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Digitalis which is most effective in the 
supraventricular tachycardias, that is, au- 
ricular fibrillation and flutter, and paroxys- 
The route of 
administration depends on the condition of 


mal auricular tachycardia. 


the patient but it is preferable to administer 
it orally in the conventional dosages. Many 
of these patients are unable to retain oral 
therapy; therefore, the intravenous route 
becomes necessary and in that case, admin- 
istration of lantoside-C or cedilanid in doses 
of 0.8 mg. (4.0 ec.) followed by a second 
dose in thirty to sixty minutes usually is 
The 
succeeding doses of digitalis depend on the 


sufficient to control the arrhythmia. 


individual’s susceptibility and require- 


ments. 


Quinidine sulfate is moderately effective 
in supraventricular tachycardia, but is most 
valuable in ventricular paroxysmal tachy- 
Our choice method of administra- 
tion is 10 grains every hour until control 
of the arrhythmia, and then 3 grains every 
hour; in refractory cases, we increase this 
dose. We have had no experience with in- 
travenous quinidine, but it is highly recom- 
mended by some medical centers. 


cardia. 


Mecholyl Bromide (Acetyl-B-Methylcho- 
line) is effective in controlling auricular 
paroxysmal tachycardia. It should not be 
used in allergic or asthmatic cases and is 
better avoided in patients with coronary 
arterial disease. It is administered in doses 
of 10 to 30 mg., subcutaneously, and repeat- 
ed with a larger dose in fifteen to thirty 
minutes ; however, atropine should be avail- 
able when mecholyl is administered. The 
carotid sinus pressure with mecholyl may 
cause an arrest of this arrhythmia when 
either alone failed to do so. 


Other therapeutic recommendations are 
legion: Intravenous morphine, intravenous 
procaine, procaine and alcohol block of the 
stellate ganglion, potassium chloride, mag- 
nesium sulfate, neostigmine, sedation and 
reassurance, all have their place in attempt- 
ing to control the arrhythmias. 
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Since the title of our paper is Treatment 
and Prevention of Cardiovascular Emer- 
gencies, the preparation of the cardiac pa- 
tient for surgery should be mentioned. In 
the first place, it is axiomatic that if sur- 
gery can be avoided, this is the procedure 
If, how- 
ever, surgery eventuates, the patient with 


of choice in the cardiac cripple. 


congestive failure will tolerate surgery bet- 
ter than the patient with angina pectoris or 
coronary vascular disease. A few standard 
preoperative suggestions are as follows: 
A mercurial diuretic two or three days pre- 
operatively, but not the day before or on 
the day of surgery; ammonium chloride, 4 
gm., daily until one day before surgery ; low 
sodium diet until one day before surgery 
when the patient should receive a normal 
salt intake. Quinidine, 10 grains, one hour 
before operation, has questionable value. 
In most cardiac patients, especially when 
digitalized, the choice anesthetic agent is 
ether. Currently we do not recommend the 
use of cyclopropane in such cases. Estro- 
gens should not be administered preopera- 
tively because of the sodium and fluid re- 
tention; and for the same reason, operation 
should be avoided at the time of catamenia. 


SUMMARY 

In summary, the acute cardiovascular 
emergencies frequently are heralded by 
warning signs and symptoms. This is par- 
ticularly true in phlebothrombosis, throm- 
bophlebitis, pulmonary embolism, and early 
heart failure. Anticoagulant therapy is 
helpful but when conclusive evidence of vas- 
cular clotting or pulmonary embolism oc- 
curs, the choice therapy is venous ligation. 
A few of the most helpful signs and symp- 
tims cf early heart failure are discussed and 
supplemented by a brief outline for the pre- 
vention and treatment of acute cardiac ir- 
regularities. We have endeavored to out- 
line a few preoperative measures in pre- 
paring a cardiac patient for surgery as 
proper care decreases operative and post- 
operative complications and fatalities. 
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THE PROPHYLAXIS OF INTRAVAS- 
CULAR CLOTTING BY THE USE 
OF ALPHA TOCOPHEROL 
AND CALCIUM*t 


JOHN H. KAY, M. D. 
GEORGE BALLA, M. D. 


SAMERILL B. HUTTON, M. D. 


AND 


ALTON OCHSNER, M. D. 
NEW ORLEANS 


Two years ago, in the course of a study 
of the properties of a water-soluble salt of 
alpha tocopherol (monosodium alpha toco- 
pherol phosphate), it was found that this 
salt is an active inhibitor of thrombin. Its 
inhibitory effect was lost in the presence 
of fibrinogen but could be retained by the 
use of the calcium salt of alpha tocopherol 
phosphate.! 

The calcium salt, however, is relatively 
insoluble and when it was mixed with saline 
or glucose its antithrombic action was 
largely lost. When it was administered in 
distilled water to dogs it caused marked 
hemolysis, because of the volume of dis- 
tilled water necessary to secure an effective 
level. 

Furthur work in vitro indicated that a 
globulin fraction of protein which func- 
tioned as an antithrombin contained toco- 
pherol as a portion of its molecule.* 

On the basis of these observations a sim- 
ple plasma antithrombin test was developed 
and an attempt was made to correlate post- 
operative intravascular clotting with vari- 
ous antithrombin levels. 

PLASMA ANTITIUROMBIN TEST 

The principle of the plasma antithrombin 
test is based on two facts, that all normal 
plasma contains enough antithrombin to in- 
Aided by a Grant from the Warren-Teed Prod- 
ucts, Co. 

*Presented at the Seventieth Annual Meeting of 
the Louisiana State Medical Society at 
Rouge, La., April 26, 1950. 

Department of Surgery, School of Medicine, Tu- 
lane University of Louisiana, New Orleans. 
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hibit a specific amount of thrombin, and 
that clotting occurs only when thrombin is 
present in excess of this amount. 

The test is performed as follows: 

1. Thrombin solutions are prepared 
fresh weekly. At the beginning of each 
week an ampoule of thrombin topical* is 
opened and is so prepared with distilled 
water that each milliliter contains 100 units 
of thrombin. It is stored in the frozen state. 

2. When the test is to be run, 1 milliliter 
is melted at 37° C. and is so diluted that it 
contains 1 unit of thrombin per milliliter. 
Five dilutions are then made from the 1 
unit/ml. dilution: 


0.4 ml. is added to 9.6 ml. of distilled 
water. 

0.8 ml. is added to 9.2 ml. of distilled 
water. 

1.6 ml. are added to 8.4 ml. of distilled 
water. 

3.2 ml. are added to 6.8 ml. of distilled 
water. 

6.4 ml. are added to 3.6 ml. of distilled 


water. 

These dilutions are read as 1:4, 1:8, 1:16, 
1:32 and 1:64 antithrombin levels. 

3. Plasma 0.5 ml. is placed in each of five 
tubes, and 

4. 0.1 ml. of each of the different con- 
centrations of thrombin is added to the 
tubes which contain the plasma aliquots 
and clot formation is read after fifteen 
minutes incubation at 37° C. The end-point 
is taken as the last tube containing a clot. 
A reading of 1:8 indicates that clotting oc- 
curs when only a trace of thrombin is 
added. 

The end-points are quite clearcut. Oc- 
casionally a flake of protein can be seen 
but microscopically it does not show fibrin 
strands and error will be introduced if it is 
read as clot formation. Only the strandlike 
fine fibrin clot should be used as an end- 
point. 

It is essential that the test be run exactly 

*Commercial thrombin topical can be used only 
when the assay is accurately given. The Parke- 
Davis ampoule labelled 1,000 units may contain 
anywhere from 1,000 to 5,000 units but exact unit- 
age can be supplied by the head of the Parke- 
Davis Research Laboratory. 
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according to these directions. Saline solu- 
tion, which has antithrombin activity, must 
never be used as a diluent. Oxalate concen- 
tration for plasma must be 1 ml. of 1.85 per 
cent potassium oxalate per 9 ml. of blood 
or 0.02 gm. per 10 ml. of blood. 
ANALYSIS OF CLINICAL MATERIAL 

The application of this test was studied 
only in large major surgical procedures, 
with the objective of studying a group of 
cases in which the incidence of thrombosis 
would ordinarily be high. The procedures 
were chiefly intestinal resection, gastrec- 
tomy, and pneumonectomy. At the present 
time the control series numbers 238 cases 
(Pre. 2). 

CON TROL 


RR AM MUS 


TOTAL CASES STUDIED 


AAA 


ANTITHROMBIN LEVELS 1:16 OR GREATER 


} i Non fatal pulmonary embolus S day postoperative 
ANTITHRROMBIN LEVEL 1:16 PROTHROMBIN TLME 15 SECONDS 


a 93 
| ANTITHROMBIN LEVELS LESS THAN 1:16 
Figure 1 

One hundred and forty-five of the 238 
patients went through the postoperative 
period maintaining antithrombin levels of 
1:16 or greater. In this group there were 
no instances of phlebothrombosis and there 
was only one nonfatal embolus, which oc- 
curred on the fifth postoperative day. 

Of the 93 patients, however, whose anti- 
thrombin levels fell to 1:8 or lower, 19 de- 
veloped signs of intravascular clotting and 
five of the 19 died, four from pulmonary 
emboli and one from cerebral thrombosis. 
(Fig. 2). 

ANTITHROMBIN LEVEL AND THROMBOSIS 
PR 
PATIENTS WITH ANTITHROMBIN 


LEVELS OF LESS THAN 1:16 


EMME 190 DEVELOPED INTRAVASCULAR CLOTTING 
M4 FATAL PULMONARY EMBOLI 


ii DIED OF CEREBRAL THROMBOSIS - 
ANTITRROMBIN LEVEL 1:4. PROTHROMBIN TIME 39 SECONDS 
Figure 2 
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Up to the present time 175 patients have 
been treated with alpha tocopherol and cal- 
cium routinely during the postoperative 
period. Alpha tocopherol (epsilan M*) has 
been used orally in doses of 200 interna- 
tional units every eight hours and alpha 
tocopherol phosphate (epsilan phosphate*), 
intramuscularly, has been used in 100 mg. 
dosages every eight hours. The calcium is 
given as 10 ml. of 10 per cent solution of 
calcium gluconate, every twenty-four hours. 
(Fig. 3.) 

TREATMENT 


Alpha tocopherol (Epsilan-M) 200 L.U.q hrs. orally 


or 


Alpha tocopherol phosphate (Epsilan Phosphate) 
{00 mg.q. Shrs. 1.M 


Calcium gluconate lOcc of 10% q 2+ hrs.1.V 


ee 


I level below 1-16 (1S day postoperative before 
treatment) 


© Intravascular clotting 





1 Patient had a non-fatal embolus on the 274 
day postoperatively—died witha pulmonary 
embolus on the 10th postoperative day 


Figure 3 


In this treated group there has been no 
evidence of phlebothrombosis, as compared 
with an 8 per cent incidence in the control 
group. Only one patient presented an anti- 
thrombin level below 1:16, this occurring 
on the first postoperative day, before 
treatment had been fully instituted. One 
patient died of embolism. She had been 
hospitalized for some time before surgery, 
and on the second day after pulmonary re- 
section for carcinoma of the lung, cyanosis 
and dyspnea developed and lasted for two 
or three hours. Because the antithrombin 
level was within the normal range the pos- 
sibility of an embolus was discounted. On 
the tenth postoperative day she had a sec- 
ond, similar episode which proved fatal. At 
autopsy an organized thrombus and a re- 
cent thrombus were found in the lung. It 
is thought that these emboli represented 
detachment of a clot which had formed 
sometime during the patient’s preoperative 


* Supplied by Warren-Teed Products Co., Inc. 
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hospital stay. If the first episode had been 
promptly diagnosed and properly treated, 
this fatality probably could have been 
avoided. 

That tocopherol does not function as an 
antithrombin unless calcium is adminis- 
tered concomitantly is indicated by the fact 
that thrombin levels were not affected, and 
thrombosis and embolism developed in, a 
control group of 39 cases so treated, in 
much the same proportions as in a control 
group of 36 untreated cases followed con- 
currently (Fig. 4). Analysis of a similar 


WZ3 Alpha ocopherd treated series. 2001U.q 8h 


MB Simultaneaus control series 






TOTAL CASES 


LEVELS LESS THAN 1:16 


DEVELOPED INTRAVASCULAR CLOTTING 


FATAL PULMONARY EMBOLI 


41 NON: FATAL PULMONARY EMBOLUS 


Figure 4 


series of 20 cases in which calcium alone 
was used indicated that calcium itself, does 
not affect antithrombin levels uniformly. 
The use of alpha tocopherol in oil, intra- 
muscularly, routinely caused a fall in the 
antithrombin level, sometimes to dangerous 


levels. This method of administration is 
therefore obviously contraindicated as a 
means of maintaining the antithrombin 


level. 
DISCUSSION 

The series of cases just presented is now 
large enough to be statistically significant. 
Criticism may be directed at the high inci- 
dence (8 per cent) of thrombosis in the con- 
trol group, but thrombosis is characteristic 
of the type of cases selected for study. In 
a group of this size, however, chance may 
have given a figure 2 to 3 per cent higher 
than might be found if the control group 
had numbered 1,000 cases. On the other 
hand, the comparative 0.6 per cent inci- 
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dence of thromboembolism in a series of 
large major surgical procedures represents 
a significant reduction. The study will be 
continued until 1,000 cases have been 
treated with alpha tocopherol and calcium 
after operation. 

It is important to note that the low anti- 
thrombin level which indicates the possi- 
bility of intravascular clotting is seen only 
shortly before thrombosis develops. Once 
the clot forms, the level rises to a normal 
or near normal value. The test is thus only 
of prognostic significance. It cannot be 
used diagnostically, for, once the clot forms, 
the antithrombin level will be in the norma! 
range. 

It must also be emphasized that emboli 
can occur from a preformed clot, in the 
presence of a high antithrombin level. One 
instance of this kind was observed in the 
control group and one in the treated group. 

SUMMARY 

In 238 major surgical cases, 18 instances 
of thromboembolism occurred in patients 
with antithrombin levels below 1:16 and 
one case of embolism occurred in a patient 
with a 1:16 level. 

In 175 similar cases treated with oral 
alpha tocopherol (epsilan M) and intra- 
muscular alpha tocopherol (epsilan phos- 
phate) and calcium intravenously, only one 
patient had an antithrombin level below 
1:16 and there were no instances of phle- 
bothrombosis in the series. One case of 
embolism occurred when the antithrombin 
level was 1:64, but was presumed to arise 
from a clot formed before treatment. 

The tocopherol in oil preparations which 
were used intramuscularly caused precipi- 
tate falls in antithrombin levels and are 
contraindicated in the prophylactic treat- 
ment of phlebothrombosis. 

Note: We acknowledge the competent technical 
help of Mrs. Alice R. Seckso. 
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to the effect that once the thrombus had formed 
re was a rise in antithrombin titer. Have you 
explanation? 

Dr. John H. Kay (New Orleans): Yes. The 
protein antithrombin, the tocopherol globulin com- 
plex bound to figrinogen is always present in high 
When fibrinogen is converted to 

rin, some of it is released and it is then capable 
of acting as an antithrombin. You have an Aauto- 

tic method of increasing the antithrombin just 
letting the blood clot. 


concentration. 


In a sense, intravascular 

clotting acts as a protective mechanism by raising 
particular level. 

Dr. Fasting: Won’t that immediately lead to a 

le experiment of autothrombo- 

rapy in the place of alpha tocopherol and ¢al- 


introducing an 


You can produce a rise in antithrom- 
hin by producing a clot; but in order to produce a 
clot you have to drop the antithrombin. We have 
done it in animals uniformly. It produces that re- 
iit. Its dangers in man are self-evident. 

Dr. Russell Lowell Holmann, (New Orleans): Of 
course, the whole question of blood clotting is a 
ery complex subject. I won’t go into that. 


Dr. Kay: 


How 
do these studies of yours compare with dicumarol, 
and do you find any difference with age or sex in- 
I would like to hear you 
explain the mechanism of this test a little more in 


cidence in thrombosis? 
detail, the actual mechanics of it. 

We haven't 
yne, in this particular series, any age or sex in- 
We 
Charity over the last ten years. 


Dr. Kay: Well, one thing at a time. 


} 
ae 


cidence study. have those from a survey at 
Of course there 

a definite age correlation, and, more than that, 
there seems to be a fairly good correlation with the 
particular disease, particularly where carcinoma is 
concerned. As far as the technic is concerned it is 
reported in detail in the text. 

Dr. Holman: The other question has to do with 
the comparison of these results with dicumarol. It 

my understanding that a definite increase in 
prothrombin is seen twelve, twenty-four hours after 
major surgery. 

Dr. Kay: As you probably know, studies have 
heen made on prothrombin times, and other vari- 
cus agents have been implicated as being of some 
importance in the prognosis of clotting. The first, 
I think, that was carefully studied was fibrinogen 
B. We could not correlate the occurrence of fi- 
hrinogen B and a short clotting time with the oc- 
intravascular clotting. We also did 
rothrombin times and we did find an occasional 
patient that might be considered in a hyperpro- 
thrombinemic state. Our normal prothrombin time 
These people would be found in 
the 18 or 14 second range. 
rapid 
with 


currence of 


s 16 seconds. 
The occurrence of this 
prothrombin did not correlate 
the thrombosis at all if the 
antithrombin level was high at that time. Another 


test that was recently reported about a week ago 


time again 
occurrence of 
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was the study of accelerator globulin in an at- 
tempt to correlate its level with thrombosis. Again 
the correlation was poor, about 70 per cent. We 
have an indication that these may have some sta- 
tistical significance, but they are not accurate 
cnough to be of any true help. If we did a pro- 
thrombin time simultaneously with the antithrom- 
bin test, we found those patients with normal pro- 
thrombin time and a low antithrombin level would 
thrombose in about 50 per cent of the cases, where- 
as a patient with a prolonged prothrombin time 
would not thrombose unless his antithrombin level 
was extremely low. 

You are dealing here with a balance between th> 
prothrombin, not concentration, as much as the 
rate of conversion, (since your prothrombin time 
measures rate of conversion more than it does con- 
centration), and antithrombin. We 
with a balance between the rate of conversion of 
prothrombin and the antithrombin level and in the 
presence of a relatively normal prothrombin time 
and a low 
in about 50 per cent of the cases. 

Dr. Holman: Dicumarol? 

Dr. Kay: Dicumarol, as you all know, is supposed 


are dealing 


antithrombin level, thrombosis occurs 


to depress the prothrombin concentration. We have 
The 
to a much greater extent is inhibit 


been working with it for about a year now. 
thing it does 
the rate of conversion of the prothrombin. A man 
named (J. Clin. Investigation May, 1949) 
has described the technic for measuring the pro- 


Jacox 


thrombin conversion factor, and he has found tha 
dicumarol markedly prolongs the rate of conver- 
sion. We have been able to confirm this, but we 
bave carried it a little bit further in that 
if you 
scribed by Jacox, that you can add this to normal 
plasma and you will get a prolonged prothrombin 


we find 


take dicumarol serum, prepared as de- 


time. If you take normal serum similarly pre- 
pared and add it to normal plasma you get a very 
short coagulation time. The indication of its site of 
action is this. If you add the prothrombin conver- 
sion factor from normal serum to plasma that is 
diluted one part in ten with distilled water, so that 
you are sure that your prothrombin concentration 
is only 10 per cent, you will still get a normal clot- 
ting time. If you dilute your 
the prothrombin conversion factor in half and add 


serum containing 
it to normal plasma with 100 per cent prothrombin 
end a normal prothrombin time, you have a slower 
clot. This parallels the result that you get with 
dicumarol, and suggests that dilution of the pro- 
thrombin conversion factor is more important than 
Gilution of prothrombin itself. Whether or not di- 
cumarol actually does effect the prothrombin level, 
i cannot say, for at the present time there is no 
way of actually measuring the amount of 
thrombin independently from its rate of conver- 
sion to thrombin. 


pro- 


Dr. Spears Randall (New Orleans): Clarify the 
fact that the alpha tocophorol would serve the same 
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purpose, if not better, and without any danger of 
the side effects of dicumarol. Isn’t that true? 

Dr. Kay: We have seen absolutely no toxic re- 
action, no hemorrhage, no difficulty of any sort 
from the routine postoperative use of tocopherol. 
if a preparation of alpha tocopherol in oil is used, 
you get the opposite effect. The tocopherol in oil 
lowers the antithrombin level, I believe, because of 
the irritating effect of oil on muscle. We have 
had to use this water soluble preparation of alpha 
tocopherol in order to get any results. Orally, it 
is also effective as the acetate. I would caution 
against the use of tocopherol in oil intramuscularly 
wherever a danger of thrombosis exists. I think it 
will increase the tendency. 
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THE MANAGEMENT OF INFERTILITY 
JULIUS T. DAVIS, JR., M. D. 
AND 
THOMAS BENTON SELLERS, M. D. 
NEW ORLEANS 

It has generally been estimated that 10 
to 20 per cent of our young married couples 
are infertile. In view of this rather high 
incidence, increasing emphasis has quite 
properly been placed on the investigation 
of this condition in recent years. 

Over the last twenty years, informed 
thinking about the diagnostic and therapeu- 
tic aspects of sterility has undergone a con- 
siderable change. This is particularly true 
as it regards the possible male responsibil- 
ity for a barren marriage. This has be- 
come a matter for complete and thorough 
investigation; whereas, in the past, not 
much more than lip service was paid to the 
idea, if that. Some authorities, such as 
Gardner' place the responsibility of th« 
male at 40 per cent to 60 per cent or more, 
and if the husband’s share in the infection 
which makes the wife sterile be evaluated, 
as it well might be, that estimate is 
enough. 

It is not the purpose of the authors to 
display their statistical results, inasmuch as 
these closely parallel the figures reported 
in similar series; but we have made a sur- 
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vey of our cases to emphasize the import- 
ance of a meticulous study of every couple 
presenting themselves for a sterility check- 
up, and to demonstrate the many factors 
causing sterility. Most often the childless 
couple will present themselves to the gen- 
eral practitioner first; therefore, it is im- 
perative that he check them on many of the 
basic procedures that he can well handle. 
Should he be unsuccessful, it is his solemn 
obligation to advise the unfortunate couple 
to seek the counsel of a specialist. This ob- 
ligation becomes more apparent when we 
view the unhappiness in many barren mar- 
riages, and the psychoneuroses which too 
often appear in the female partner. 
ANALYSIS OF CASES 

Of 363 patients who consulted us over the 
last ten years for infertility, 107 failed to 
continue the investigation long enough to 
permit an intelligent diagnosis of the rea- 
sons for the infertility. 

In the 256 cases in which complete or rea- 
sonably complete testing of both partners 
was possible, the wife was absolutely sterile 
in 12 cases, because of closed tubes, and the 
husband was absolutely sterile in 8 cases. 
In the remaining 236 cases, 88 patients be- 
came pregnant, of whom 
53 had 1 
16 had 
2 had 
6 had 
3 had 


child 

2 children 

3 children 

only ebortions 
ectopic pregnancy 
5 are pregnant at the 


present time 


Of the 88 cases which terminated in preg- 
nancy, 27 were instances of secondary ster- 
ility which had lasted from one year in 5 
cases to 11 years in 1 case. Sixty-one were 
instances of primary sterility which had 
lasted for pericds ranging from eight 
months in 1 case to eleven years in 2 cases. 
In all but 7 of the 88 cases, the sterility had 
lasted two years or longer. 

The ages of the 256 adequately followed 
patients ranged from 19 years in one case 
to 41 years in one. Of the 67 patients 25 
years of age or younger, 28 became preg- 
nant. Of the 108 patients between 26 and 
50 years of age, 37 became pregnant. Of 
the 53 patients between 31 and 35 years of 
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ave, 15 became pregnant. Of the 28 pa- 
tients between 36 and 41 years of age, 8 be- 
came pregnant. 

In the 88 patients who became pregnant, 
the following abnormal conditions had been 
identified : 


Hypothyroidism 


BMR from 0 to minus 28 60 
BMR from plus 1 to plus 6 7 
Retroversion of the uterus 15 
\nteflexion of the uterus 5 
lrichomonas vaginalis vaginitis 3 
indocervicitis 12 


Uterine fibroids 6 
Cystic disease of the ovaries 
lransient occlusion of the tubes and insuf- 
flation only under pressure i 
In the 88 patients in whom pregnancy 
cecurred, the male partner presented the 
following major bars to conception: 


Hypothyroidism 11 
Prostatic disease 3 
Numerical deficiency and decreased motil- 
ity of the sperm 11 
Morphological abnormalities 2 
Deficiencies of number and motility as well 
as morphological abnormalities 4 


This list does not include, in either part- 
ner, minor deviations from normal, such as 
mild grades of anemia, underweight or 
overweight, or improper dietary and living 
habits, such as overwork and mental strain. 

Methods of therapy employed in the 88 
cases which terminated in pregnancy in- 
cluded, usually in combination: 


Thyroid extract (no other 


treatment em- 
ployed in 8 cases) 67 
Dilatation of the cervix and curettage 7 
Conization of the cervix f 
\pplication of stem pessary (no other 
treatment employed in 1 case) 7 
Pelvic diathermy 5 
Resection of the ovary and uterine sus- 
pension 3 
Uterine suspension and appendectomy 2 
Gonadogen and A.P.L. (according to Ham- 
blen) 4 
Treatment of trichomonas vaginalis vagi- 
nitis 3 
Tubal insufflation (no other treatment em- 
ployed in 1 case) 59 
Treatment of the male partner by a urolo- 
gist 19 


Pregnancy occurred from one month to 
four years after therapy was instituted. 
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Fifty-nine patients became pregnant in 

from two to nine months after treatment. 

THE STEP-BY-STEP ROUTINE OF INVESTIGATION 
AND TREATMENT 

The first step in the management of ster- 
ility is to make the couple, husband as well 
as wife, clearly understand what is in- 
volved. They must be told, in a general 
way, the various studies to be carried out, 
the number of visits required, the nature of 
the usual therapeutic methods, the duration 
of treatment, the unspectacular nature of 
most treatments, the approximate cost, and 
most important of all, the probable results. 
The object of the preliminary conversation 
with the patients is not to destroy their 
hopefulness but merely to put before them 
a realistic appraisal of the situation. The 
physician who takes the trouble to have 
such a frank talk with his patients as the 
first step in the management of the case is 
not only protecting himself; he is also 
guarding them against future bitterness 
and disappointment. 

The causes of sterility may be multiple 
in each individual as well as in all cases. In 
the majority of our cases, at least two fac- 
tors played a part, though it is also true 
that in many cases one factor seemed pre- 
dominant. On the other hand, it does not 
necessarily follow that the apparently sig- 
nificant factor is the cause of the difficulty. 
Titus,” in a study of 88 cases of sterility, 
found no case in which less than two fac- 
tors seemed operative, and 1 case presented 
ten of varying degrees of importance. Only 
when the tubes seem permanently blocked 
or when the husband has been shown to be 
infertile is one justified in assigning an ab- 
solute, single cause for the infertility. 

The routine of testing for sterility is pre- 
ferably carried out simultaneously on both 
partners, though a flexible system is more 
convenient for patients (and frequently fo 
the physician) and more likely to achieve 
cooperation than a fixed, unchangeable 
routine. Generally speaking, examination of 
the male, including an examination of the 
seminal specimen, should be performed be- 
fore, or at the same time as testing of the 
patency of the oviducts; and the finding of 
an insuperable bar to pregnancy at this 
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time in either partner should usually termi- 
nate the study, since further investigations, 
in the light of the absolute defect, would be 
a waste of time, effort, and money. It goes 
without saying, however, that such a ver- 
dict would not be pronounced until the ir- 
reversibility of the defect is quite clear. 
The husband and 
wife should both be investigated from the 
standpoint of their previous history, their 
general physical status, the status of their 
genital organs, and their marital habits. 
The question of overwork and overweight 
should be investigated. Laboratory studies 
should always include urinalysis, 
studies, blood serology, and the basal meta- 
bolic rate determination. 


General Investigation: 


blood 


Undesirable habits of coitus should be 
corrected without delay. Immediate post- 
coital voiding or douching should be ad- 
vised against. Too frequent coitus dimin- 
ishes spermatogenesis. Too frequent coi- 
tus, particularly at the wrong time of the 
month, reduces the chances of impregna- 
tion, especially if the sperm count is low 
or the motility is decreased. The knowledge 
of when ovulation occurs, as obtained by 
the rectal temperature, permits the offer- 
ing of definite advice as to the most fertile 
period. Some gynecologists, such as Mc- 
Lane,* advise that intercourse be carried 
out every other night for about eight days, 
beginning on the ninth or tenth day of the 
menstrual cycle. Titus,- advises’ the 
eleventh to eighteenth days, on the princi- 
ple that coitus should be avoided between 
the ending of the menstrual period and the 
beginning of the ovulatory period and 
should be increased in frequency during the 
time ovulation is supposed to occur. Sper- 
matozoa of increased vigor are thus de- 
posited in the female genital tract at the 
time they are most likely to meet the ova. 

If the woman is secondarily sterile and 
has an extensive rectocele or other birth 
injuries, the simple advice not to urinate 
for several hours after coitus is sometimes 
all that is necessary to correct effluvium 
seminis and permit conception. In cases of 
women with deep vaginas, where it is ana- 
tomically impossible for the semen to be 


placed in the posterior fornix, the kne 
chest or Sim’s position may be indicated. 

A helpful adjunct in the treatment of cer- 
tain cases has been the use of modified 
tinger’s solution with glucose. We have 
used this solution in the form of Nutri-sal, 
which has a twofold purpose: first, to re- 
duce the hyperacidity and protect the sperm 
against the vaginal and cervical secretions; 
and second, to increase the longevity of the 
sperm. There were two cases of secondar 
sterility, not included in this series, in 
whom we are reasonably certain that the 
use of Nutri-sal contributed to the produc- 
tion of pregnancy. Nutri-sal is definitely 
indicated where the examination of the male 
shows active sperm, but where dead or in- 
active sperm are recovered from the vagina] 
fornices or cervix (Huhner’s test), and 
also in many restricted cases with patent 
tubes and active sperm. It is not used rou- 
tinely because it is cumbersome and ex- 
pensive. 

Thyroid extract in the treatment of ster- 
ility was suggested by Litzenberg and 
Carey' in 1929, and in 1937 Litzenberg’® re- 
ported that in the interim he had had a con- 
tinuous record of approximately 30 per 
cent of conceptions following its use since 
he had introduced the method. It is a thera- 
peutic agent we are willing to employ as 
soon as the indication is clear, even before 
the whole investigation is completed. For 
this particular purpose we regard a basal 
metabolism reading of 0 as the lower limit 
of normal, and are willing to administer 
thyroid extract cautiously if the reading is 
as high as plus 4 or 5, preferring to regu- 
late the dosage by the effect on the patient, 
and giving as much as is tolerated. The 
husband, when indicated, is treated as well 
as the wife, and treatment is continued in- 
definitely, though cortinued supervision is 
essential. 

Adequate nutrition is supplemented by 
vitamins, especially vitamin E, which has 
seemingly been of aid in some of the stub- 
born cases without physical bars to preg- 
nancy. 

Determination of the Patency of the Ovi- 
ducts: When the general studies of the 
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couple are complete, the next diagnostic 
step is determination of the patency of the 
oviduets by transuterine insufflation and 

mography. This test, which was intro- 
duced by Rubin twenty-five years ago, can 
be performed, within certain limits, accord- 
ing to the physician’s preference for special 
details. It should be carried out within 
three to five days after the period. Gas 
usually flows through the normal tubes at 

pressure of between 40 and 80 mm. of 
mereury. If it fails to flow through at a 
pressure of 140 to 160 mm., the position of 
the canula in the uterus should be changed 
several times. If it does not flow through 
at a pressure of 180 mm., cautious attempts 
may be continued until the pressure reaches 
200 mm. of mercury, but this level should 
never be exceeded. A sudden drop in pres- 
sure is likely to indicate the opening of the 

bes blocked by kinking, spasm, or some 
nonpermanent cause. If gas does not pass 
through at a single examination, a repeti- 
tion of the test one or more times is neces- 
sary, preferably after the use of an anti- 
spasmodic. A single test is not diagnostic, 
and repetitions, if done with care, are quite 
sufe. Rubin* has performed tubal insuffla- 
tion as many as 18 times in a single case, 
and in a recent report he stated that in 438 
of 3,200 cases, improvement in patency did 
not oecur until the second or third insuffla- 
tion. 


Insufflation of the tubes is not only a 
diagnostic procedure but a_ therapeutic 
measure as well. It not only establishes 
the patency or occlusion of the tubes, but, it 
also stretches the cervical canal, and, if 
the occlusion is not permanent, clears the 
way for the sperm and the ovum from the 
external cervical os to the abdominal ope- 
ning of the tubes. According to Rubin, it 
may also remove a plug of mucus not vis- 
ible at the external os but occupying the 
deeper portion. It may separate slight ag- 
glutinations of the tubal folds, straighten 
tortuous tubes, especially of the infantile 
type, dislodge mucous inspissations from 
the narrow to the wider portion, and sepa- 
rate adhesions at the fimbriated end. It 
may also overcome tubal spasm. 
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the tubes 


insufflate 
about three to five days following menstru- 
ation, thus to avoid, as far as possible, tubal 
insufflation in the presence of pregnancy. 
In our series, two patients did not menstru- 


Our routine is to 


ate after tubal insufflation. We are rea- 
sonably confident that they conceived as a 
result of the treatment. One of the patients 
left the city but we heard that she had a 
normal, full term baby. The second patient 
had a ruptured ectopic pregnancy about six 
weeks following the insufflation. 

If blockage of the tubes is revealed by in- 
sufflation, preferably repeated, hystero- 
salpingography is performed with an 
opaque substance, our preference being 
Visco Rayopake. While it is true that some 
eynecologists use this method routinely, in 
preference to tubal insufflation, it is our 
practice to reserve it for the case in which 
the simpler procedure does not give us the 
desired information. N. F. Miller* was able 
to collect from the literature reports of 9 
deaths following hysterosalpingography 
against an apparent absence of recorded fa- 
talities following the use of carbon dioxide. 
We have had no ill effects from the use of 
non-oily preparations. 

Seminal Examination: At or before the 
time at which the patency of the oviducts 
is determined, the semen should be exam- 
ined to determine the husband’s fertility. 
This is the most important of the husband’s 
examinations. Hamblen* advises a conti- 
nence of two to four days preceding the 
tests; a longer period may yield better semi- 
nal values. The specimen is collected by 
masturbation or withdrawal and not by 
condom. The spermatocidal effects of 
chemicals used in the manufacture of con- 
doms lead to many false reports of necro- 
spermia. 

Generally speaking, if the specimen is re- 
ported normal, the husband is for all prac- 
tical purposes eliminated from any respon- 
sibility for infertility. If the findings indi- 
cate that he is sterile, testicular biopsy is 
sometimes advised and may reveal that 
spermatogenesis is actually occurring and 
that the apparent sterility can be traced to 
a fault of ejaculation. 
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The Huhner Test: If examination of a 
seminal specimen proves the fertility of the 
male, the next step is an examination of the 
deposition of spermatozoa in the vagina 
and of their ability to enter the cervix. 
This is the Huhner test. It should be per- 
formed at the presumed time of ovulation, 
that is, some twelve to fourteen days before 
the period, and should be carried out as 
promptly as possible after coitus. The pres- 
ence of spermatozoa in the vagina and cer- 
vical canal indicates their motility; and 
their viability indicates the effect of the 
cervical secretions upon them. The pres- 
ence of dead spermatozoa in the cervical 
canal indicates the hostility of the endocer- 
vical secretion, but does not necessarily in- 
dicate that conception will be impossible. 

Endometrial Biopsy: The purpose of 
this test is to determine whether or not ovu- 
lation is occurring. It is a simple proce- 
dure which can be performed without diffi- 
culty in the office, and is carried out the 
first day of the period. If the woman has 
ovulated, and if the corpus luteum, which 
produces progestin, has been formed, the 
endometrium will show typical differentia- 
tive changes as the result of hormonal ac- 
tion. 

Rectal Temperature: Since the easiest 
method of determining the presumable date 
of ovulation is by rectal temperature read- 
ing, this should be employed routinely. 
What Tompkins® has termed the charac- 
teristic “low to lower to high shift” is as- 
sumed to take place at or about that time, 
and is clearly evident if the temperature 
readings are plotted against the days of the 
menstrual cycle. According to Sturgis,'’ 
“the basal temperature is only a crude meas- 
ure of hormone production; as a definitive 
sign of ovulation, it only can be considered 
a typical example of our fumbling effort 
to deduce the occurrence of a physiologic 
process from a clinical sign.” 

The temperature chart, when accurately 
kept, also serves as a check on the regular- 
ity of the menstrual cycle and on the fre- 
quency and timing of intercourse, and 
makes it unnecessary to rely so heavily on 
the memory of the patient. It is quite easy 
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to teach the patient to take her rectal tem- 
perature accurately, and the determination 
of the day of ovulation in the individual pa- 
tient permits accurate testing and also per- 
mits the institution of therapeutic meas- 
ures, especially as regards coitus. 

Endocrines: This phase of the treatment 
of sterility, which enjoyed a somewhat ex- 
aggerated degree of popularity, is gradually 
finding its proper place in our armamen- 
tarium. In our series thyroid was used for 
its general systemic effect, estrogens in the 
midcycle for their effect on the cervical mu- 
cus, and Hamblen’s “one-two cyclic gonado- 
tropin therapy” in cases of ovarian failure. 

Hamblen’s" “one-two cyclic therapy” is 
designed as a quantitative and qualitative 
substitution for cyclic pituitary function, 
and has proved of value in some women 
with anovulatory cycles. It may be tried 
in amenorrhea. It is summarized as fol- 
lows: 

“Equine gonadotropin (from the serum of preg- 
nant mares) and chorionic gonadotropin (from 
human pregnancy urine) are given in sequence and 
by intramuscular injection. The patient should be 
skin tested with a preparation of equine gonado- 
tropin before each series of treatments, because of 
its frequent allergic characteristics. If there is no 
allergy, the first trial cycle is initiated and the 
results of treatment are gauged by basal temper- 
ature studies and by endometrial biopsy, if bleed- 
ing follows. For ten consecutive days the patient 
receives daily intramuscular injections of 500 in- 
ternational units of chorionic gonadotropin. If 
basal temperature data or endometrial biopsy data 
indicate that ovulation was induced, cycles of this 
treatment are given every three months in conjunc- 
tion with trials at pregnancy which are calibrated 
with thermic evidence of ovulations.” 

If the first course is a failure, one should 
wait three months and then double the dose. 
In the case of a second failure, three months 
should elapse and the initial dose may be 
increased three or four times. If this is un- 
successful, further therapy along these lines 
is not indicated. 

MORE RADICAL MEASURES IN THE TREATMENT 

OF STERILITY 

The use of the stem pessary is looked 
upon with disfavor by many gynecologists, 
but with a great deal of favor by a small 
minority. It is undoubtedly followed by 
pregnancy in a certain proportion of cases, 
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sometimes, as in one instance in this series, 
when no other treatment had been used. 
The late C. Jeff Miller,'' who thought it a 
most useful procedure in selected cases, re-- 
ported 23 pregnancies following its use in 
63 patients who had been sterile from two 
to five years, the conception following soon 
enough after the pessary was inserted to 
make a cause and effect relationship seem 
perfectly reasonable. The stem pessary 
must not be used in any case of actual or 
suspected infection. 

Other surgical measures have a limited 
field. If there are gross pathologic changes, 
obviously they must be corrected. At times, 
uterine malposition, uterine fibroids, ovar- 
ian cysts, and endocervicitis fall into this 
group. Cauterization is used in the milder 
forms of endocervicitis, while conization 
is reserved for the more extensive cases. Of 
the successful cases in this series, four 
cervices were coned and three were cau- 
terized. 

Uncomplicated retroversion is now rare- 
ly considered to be a factor in sterility. As 
Green™ says, this is contrary to the ideas of 
twenty years ago, when almost every ster- 
ility patient with a retroversion was sub- 
jected to operation. But in a female of low 
fertility in which the cervix points up be- 
hind the symphysis, suspension may be of 
help. 

Myomectomy occasionlly produces the de- 
sired results. It was performed in two in- 
stances in this series in women who con- 
ceived. One, 33 years old, had been mar- 
ried four years and pregnancy had not oc- 
curred in spite of every effort. Two large 
fibroids were removed by myomectomy, 
and fifteen months later the patient deliv- 
ered a full term, normal child; a second 
pregnancy followed two years later. The 
other patient was 37 and had been sterile 
for five years before operation. 

An occasional operation on the ovaries 
may be useful in restoring regularity of 
menstruation, and thereby favoring preg- 
nancy, the chances of which are less in pa- 
tients who do not menstruate, and who pre- 
sumably do not ovulate regularly. Collins 
reported that in ten years he had operated 
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on 4 patients with cystic degeneration of 
both ovaries. The operation was for relief 
of menstrual difficulties, and when the ab- 
domen was opened, no evidence of ovulation 
or corpora lutea formation was found. Par- 
tial resection was followed by conception in 
all 4 cases. In 2 similar cases in our own 
series, pregnancy followed resection of the 
ovaries for cystic changes combined with 
suspension of the uterus. Bilateral poly- 
cystic ovaries are associated with a definite 
clinical syndrome described by Stein.'t The 
characteristics of this syndrome are men- 
strual irregularity featuring amenorrhea, 
a history of sterility, masculine type of hir- 
sutism, and less consistently, retarded 
breast development and obesity. When such 
patients were treated by bilateral wedge re- 
section, physiologic function was restored 
as evidenced by the return of periodic men- 
struation and by a considerable number of 
pregnancies. 

Small doses of roentgen ray may be used 
in selected cases of functional or endocrine 
sterility. Finkler’® reports conceptions in 
35.2 per cent of patients treated with radi- 
ation to the ovaries and pituitary, and con- 
cludes that “although radiation would ap- 
pear to be ideal because of the high per- 
centages of success, more rapid response, 
and economy, great care must be exercised 
in the proper selection and study of cases 
considered for radiation therapy.” It was 
not employed in any case in this series. 

In the management of tubal obstruction, 
according to Weinstein,'® the tubal factor 
remains the single largest contributing 
factor to sterility in the female. In handling 
these cases: 

The type of tubal obstruction should first be 
ascertained. Every effort should be made to ob- 
tain, maintain, and increase the patency of par- 
tially or completely obstructed tubes by conserva- 
tive measures. The use of repeated insufflations 
with both carbon dioxide and radiopaque media, the 
of chemotherapy, and pelvic diathermy in 
selected cases should be utilized and is frequently 
of value. In totally obstructed tubes, after non- 


use 


surgical procedures have failed, including those 
previously outlined, and if the patient has certain 
surgical prerequisites for surgery, surgical therapy 
should be used. Only a small group of patients are 
eligible for an attempt at surgical restoration of 
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tubal patency, but this small group should not be 
denied the benefit of possible help to be derived 
from surgical therapy. It is true that operative 
methods frequently fail, and there is a poor yield 
in terms of tubal patency after surgery, and a still 
poorer yield in terms of normal term pregnancies, 
but any salvage in this group is worth while, pro- 
viding the patient is not exposed to too great a 
personal risk. 

Operations on the tubes to relieve sterility 
were not attempted in this series. Such 
operations are of value in the occasional 
case of kinking from adhesions, and an oc- 
‘asional operation on the fimbriated end 
may be successful, but the chances of suc- 
cess decrease the farther the lesion is lo- 
sated from the fimbriated end. 

SUMMARY AND CONCLUSIONS 

The background of this paper is a series 
of 256 completely worked up cases of infer- 
tility, in 88 of which pregnancy occurred 
after investigation and treatment, which 
was usually by a combination of methods. 

The general principles of the diagnosis 
and treatment of infertility have been out- 
lined. Emphasis is laid upon the examina- 
tion and treatment of the couple as a unit. 
Both examination and therapy should be a 
gradual progression from minor tests and 
treatments to major tests and treatments. 
The correction of all deviations from nor- 
mal, however trivial, is essential, since in- 
fertility is seldom due to a single etiological 
factor. 

A complete sterility check-up is not diffi- 
cult, but meticulous, as there is more to con- 
ception than a patent tube and a potent 
male. Thyroid extract is the most depend- 
able drug in the treatment of sterility in 
both male and female, although we believe 
that the hormone therapy as recommended 
by Hamblen should be administered only 
when the other methods have been unsuc- 
cessful. Ina small number of cases, certain 
surgical procedures are valuable, such as 
conization of the cervix, insertion of the 
stem pessary, partial resection of the ova- 
ries, myomectomy, and suspension of the 
uterus. Plastic surgery on the tubes is sel- 
dom indicated. Tubal insufflation and the 
administration of thyroid extract produce 
the best results. 
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DISCUSSION 

Dr. Julius H. Mullins (Baton Rouge): The 
essayist has shown what excellent results can be 
obtained in treating sterility cases by following a 
definite inclusive regime. I feel that this routine 
should be followed through as rapidly as possible 
with no long intervals between the stages of treat- 
ment. 

In investigating sterile couples, the cooperation 
of the husband should be secured on the first office 
visit or the study abandoned. 

I prefer to use hysterosalpingography rather 
than the Rubin test because more information is 
obtained and therapeutic results are better. There 
is also less discomfort to the patient. Skiodan and 
acacia make excellent contrast media and are ex- 
creted by the kidneys within thirty minutes after 
instillation through the cervix. I know of no fatali- 
ties attending their use. When done under fluor- 
oscopy the chances of tubal rupture are nil. 

Temperature graphs yield considerable informa- 
tion but the endometrial biopsy is more accurate 
and should be used to confirm this information. 

Penicillin also improves the quality of the cervi- 
cal mucus and lowers its viscosity. 

Pregnancy often follows the destruction by cau- 
terization of the congenital mucosal folds about 
the external os which close it to the entrance of 
spermatozoa. It is felt that surgery, directed at 
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tubal or somatic duct blockage is of such low per- 
cent of cures as to be unwarranted. 

Greater success is to be found in patients with 
low basal metabolic rates, cervicitis, transient tubal 
blockage, or moderately impaired male fertility. 
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THE TREATMENT OF OCCIPUT- 
POSTERIOR POSITIONS 


E. L. KING, M. D. 
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NEW ORLEANS 


Before discussing the treatment of occi- 
put-posterior positions, we would like to 
make a few remarks about the diagnosis of 
the condition. We should suspect a posterior 
position of the occiput when from the ab- 
dominal examination we find that the small 
parts are anterior. When the cervix is slow 
to dilate in spite of good uterine contrac- 
tions, and when the patient complains of 
excessive pain during labor, especially back- 
ache, the diagnosis is almost made for you. 
Usually, the head remains high during the 
first stage of labor, with rapid descent and 
rotation at the end of labor. A vaginal ex- 
amination usually makes the diagnosis posi- 
tive, but occasionally one must feel for an 
ear if the labor has been long and the head 
has developed a caput formation. The four 
suture lines radiating from the anterior 
fontanelle and the three from the posterior 
fontanelle serve to distinguish these land- 
marks. 

Most cases of occiput-posterior positions 
will rotate and deliver as anteriors if left 
alone. However, the labor is likely to be 
longer than usual, and as mentioned above, 
more painful, so that sedation and suppor- 
tive measures, such as intravenous fluids, 
may need to be freely given. Thus, in about 
three-fourths of the cases, we treat the pro- 
longed labor, and the rotation occurs spon- 
taneously at the end of the first stage, or 
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in the second stage. Sometimes a little as- 
sistance can be given by making gentle pres- 
sure against one side of the lambdoidal su- 
ture at the same time that the patient bears 
down. Manual rotation of the head .may 
be employed if there is enough room be- 
tween the head and the pelvic walls for your 
fingers to fit. However, in the average 
case, and especially when there is a little 
disproportion, we find it easier to use the 
forceps. 

There are many types of forceps rota- 
tions for occiput-posteriors, but the one 
that has given the best results in our hands 
has been a modification of the Scanzoni ro- 
tation. The original technic described a 
primary rotation to the occiput-transverse 
position, with reapplication of the forceps, 
completion of the rotation to occiput-an- 
terior, traction, and delivery. In this modi- 
fied technic, the head is rotated completely 
to the occiput-anterior position and brought 
downward before the removal and reappli- 
cation of the blades. Also, in order to pre- 
vent rotation of the head back to its original 
position, the left-hand blade (which is up- 
side down) is wandered posteriorly, past 
the baby’s face to the right side of the pel- 
vis immediately after the right blade is re- 
moved. This usually takes only a few 
seconds. Generaly, very little force is re- 
quired for this maneuver, the weight of the 
handle of the forceps blade being sufficient 
to pivot the blade around one finger at its 
center. We use any type of forceps in this 
maneuver preferring the DeLee-Simpson 
for the larger babies, and the Elliot or 
Tucker-McLean or Luikhart forceps for the 
smaller babies. Of course, in addition to 
rotating the head, it is essential for an as- 
sistant to rotate the baby’s body. 


We are not always successful in having 
the baby’s head stay in the occiput-anterior 
position, although usually it does. In these 
cases we may either fasten an Allis clamp 
to the baby’s scalp and make traction in the 
direction of rotation, after the head is ro- 
tated and during reapplication of the blades, 
or we may use two sets of forceps, as de- 
scribed by Saul Seides. As one blade is re- 
moved from the vagina upside down, the 








128 


other blade from the second pair of forceps 
is put into position. Either of these meth- 
ods is generally sufficient to prevent rota- 
tion of the head back to the occiput-pos- 
terior position. 

Sometimes, we must do part of the rota- 
tion by the key-in-lock method, especially 
if the head slips part of the way back to- 
ward the transverse after the reapplication 
of the blades. We do not like this method 
because the repeated shifting of the blades 
in the vagina is very likely to cause vaginal 
lacerations. With practice in the technic, 
you will find that almost all occiput-pos- 
teriors can be turned by this method, and 
we have found that other types of rotation, 
for instance, the Kielland, are almost never 
used. We have never found it necessary to 
do a version and extraction for an occiput- 
posterior. 

Naturally, the conditions necessary for 
operative delivery must be present. We pre- 
fer general or low spinal anesthesia, al- 
though this procedure can be done with a 
satisfactory local and pudendal block. 

We do not have any figures or statistics 
about our results with this procedure, but 
about 90 per cent of our posteriors that do 
not rotate spontaneously are handled by this 
method. The others are generally taken 
care of by the Saul Seides method, as pre- 
viously described. Our incidence of vaginal 
and cervical lacerations is about the same 
as in the low forceps delivery from an occi- 
put-anterior position. We do not agree with 
those who contend that there is danger of 
severe lacerations or subcutaneous loosen- 
ing of the bladder attachments by the use 
of the Scanzoni maneuver or its modifica- 
tions. 

0 
CONSIDERATIONS IN THE 
DIAGNOSIS OF ECTOPIC PREGNANCY 
CLAUDE G. CALLENDER, M. D. 





JACKSON, MISSISSIPPI 


The gynecologist or general surgeon is 
rare indeed who has not, at one time, missed 
a diagnosis of ruptured ectopic pregnancy, 
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or at least, delayed his diagnosis long 
enough so that the patient’s welfare was 
compromised due to the procrastination in 
diagnosis. The incidence and mortality 
rate of this condition are sufficiently im- 
pressive to stimulate us to attempt to make 
our own methods of diagnosis more pro- 
ficient. 
INCIDENCE 

Jarcho, in a series of cases studied at Sy- 
denham Hospital, New York City, cover- 
ing the period from 1934 to 1947, found that 
there were 173 ectopic pregnancies occur- 
ring while 11,893 intrauterine pregnancies 
occurred. This gives a ratio of 1 to 69. 
During the same period there were 7726 
gynecological admissions, or a ratio of 1 to 
44. At the Jefferson Hospital in Philadel- 
phia, there was an incidence of 1 ectopic 
pregnancy to 45 ward cases. Crossen and 
Crossen report an incidence of 1 to 200 
cases of intrauterine pregnancy and 2 per 
cent of all gynecological cases were com- 
posed of ectopic pregnancies. There are 
other reports showing a smaller incidence, 
but the above series seem authentic. 

MORTALITY 

In regard to mortality rate, Jarcho lost 5 
patients in 173 cases, giving a death rate of 
2.9 per cent. In 20 collected series, com- 
prising 2,634 cases, there were 63 deaths 
or 2.4 per cent. In the city of New York 
from 1934 to 1946, there were 4,528 mater- 
nal deaths of which 274 were ectopic preg- 
nancy deaths, giving an incidence of 6.3 
per cent of maternal deaths. In the state of 
Illinois in 1934, 4.2 deaths were due to 
ectopic pregnancy. 

ETIOLOGICAL FACTORS 

Previous salpingitis is most commonly 
agreed upon as a predisposing etiological 
factor. Other factors variously quoted as 
predisposing are: adhesions, previous oper- 
ations, neoplasms, congenital malforma- 
tions, abnormal ovum, tubal spasm, and 
endometriosis. 

TYPES 

The four types of ectopic gestation in or- 
der of frequency are: (1) tubal, (2) ova- 
rian, (3) abdominal, (4) cervical. 

Tubal pregnancies far outnumber all 
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other types. The varieties of tubal preg- 
nancies with which we will be mostly con- 
cerned are, in the order of their frequency : 
(1) isthmial, (2) ampullary, (3) the fim- 
briated extremity, (4) interstitial, (5) 
cornual, (6) tuboovarian. 
DIAGNOSIS 
In discussing the diagnostic problem in- 
volved, ectopic gestation may be broken 
down into two broad groups, typical and 
atypical cases. In the typical cases, which 
involve frank rupture with the loss of a 
amount of blood intraperitoneally, 
little difficulty is encountered in establish- 
ing a diagnosis. There is usually menstrual 
irregularity, with or without a missed 
period, and the patient suddenly experiences 
severe abdominal pain which has a marked 
tendency to radiate to the shoulder. Nausea 
generally occurs, and at least weakness, if 
not actual syncope. The symptoms of preg- 
nancy may have existed for a few days and 
usually there has been vaginal spotting. 
The patient will display the symptoms of 
actual or impending shock. The leukocyte 
count is usually slightly elevated and the 
red blood count and hemoglobin are de 
pressed, although not alarmingly, provided 
the patient is seen shortly after the rupture. 
Physical examination in these cases is gen- 
erally a matter of routine, for the history 
tells the entire story. We see an acutely 
ill patient in some degree of surgical shock. 
There is generalized abdominal tenderness, 
usually more acute over one of the lower 
abdominal quadrants. Motion of the cervix 
causes excruciating pain. 


large 


It is the atypical case with which we are 
chiefly concerned here. In this group most 
of the diagnostic errors occur. This group 
includes cases of intact ectopic pregnancy. 
tubal abortion with continued bleeding in 
the peritoneal cavity, cornual pregnancy, 
and secondary abdominal pregnancy where 
the patient has already recovered from the 
initial rupture or tubal abortion. 


The physician is extremely fortunate who 
makes a correct preoperative diagnosis of 
ectopic gestation, although the history may 
reveal several suggestive points, among 
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which may be amenorrhea and a _ bloody 
vaginal discharge. 

Pain is seldom a great factor and, indeed, 
these patients often fail to seek professional 
advice partly due to the fact that so many 
women fail to keep an accurate record of 
their menstrual history and do not realize 
that there is anything abnormal. 

SYMPTOMS AND FINDINGS 

I should like to discuss in some detail the 
various symptoms and findings which one 
encounters in dealing with the atypical case 
of ectopic gestation, and to try to evaluate 
each symptom and finding in the light of 
its importance. 

Amenorrhea. This symptom is not a con- 
stant finding, especially as compared with 
abdominal pain. In Jarcho’s series of cases, 
73 per cent showed amenorrhea. Miller, 
in a series of cases collected at Touro In- 
firmary, New Orleans, found only 53 per- 
cent to have amenorrhea. A menstrual ir- 
regularity is just as significant and is a fac- 
tor which should be looked for. The patient 
sometimes experiences amenorrhea but 
fails to realize the fact because she begins 
to spot at, or about, the time when she 
should have menstruated. It requires care- 
ful questioning by the examiner to obtain 
these facts. 

Pain. As would be expected this is the 
most common symptom reported. In Jar- 
cho’s series, 153 patients, 88.4 per cent, ex- 
perienced abdominal pain. In most cases 
this is generalized abdominal pain, but may 
be confined to either the right or left lower 
quadrant. It is to be remembered that in 
the atypical cases, the pain is not always se- 
vere and lancinating in character as would 
be expected in a typical case. Many times 
its onset is preceded by indefinite cramps 
for several days due to the distention of the 
tube around the gestation sac. Extension 
of the pain to the rectum, back, and espe- 
cially to the shoulders, is common. It is 
especially noteworthy that severe pain is 
often precipitated by straining at stool. 
Other factors partly responsible are coitus 
and exertion. Pain characteristic of ectopic 
pregnancy is caused by: (1) Distention of 
the tube and tearing of the tubal structures 
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during rupture or abortion; (2) irritation 
caused by the blood in the peritoneal cav- 
ity; (3) subdiaphragmatic accumulation of 
blood with resulting irritation of the 
phrenic nerve. 

Vaginal Spotting. This is a quite fre- 
quent symptom. It was present in 126 
cases, or 73 per cent of Jarcho’s cases. It 
should be remembered that this vaginal 
staining may occur before the expected 
time of menstruation. It is thought that as 
long as the pregnancy remains intact and 
continues to develop, the uterine bleeding 
will not occur. Bloody discharge is caused 
by the shedding of the degenerated decidua 
after disturbance or destruction of the 
pregnancy. Vaginal bleeding is most often 
seen as a dark brown scanty discharge, in- 
termittent or continuous. Whenever free 
bright bleeding occurs an intrauterine ges- 
tation should be suspected. 

Fainting and Weakness. These symp- 
toms are present in approximately one half 
of the cases reported. They are, of course, 
expressions of intraabdominal blood loss 
and are quite important when they can be 
elicited. 

Abdominal distention, in my experience 

with atypical cases of ectopic pregnancy, 
has been almost uniformly noted. The pa- 
tients complain that their clothes do not fit 
and that they belch. Quite frequently they 
come seeking advice thinking that there is 
some disturbance of the stomach. 
Although these 
are frequent symptoms in advanced abdom- 
inal pregnancy and in normal pregnancy 
they do not occur with great frequency in 
the tubal pregnancy which terminates early. 
Approximately 1 in 3 patients reports nau- 
sea and vomiting. 

Infrequent Symptoms. Urinary disturb- 
ances consisting of frequency and urgency 
in urination, breast changes, and rectal 
tenesmus, caused by feces pressing upon the 
pelvic hematocele, are infrequently re- 
ported. 

Physical examination in the typical case 
is occasionally precluded by the critical 
condition in which the patient may be first 
seen. Usually a general survey of the pa- 
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tient together with the history will be suf- 
ficient to make a diagnosis. Certainly, in 
those cases in which a marked degree of 
shock exists it is unwise to perform vaginal 
examinations, because of the very definite 
possibility of precipitating a fatal intra- 
abdominal hemorrhage. In any case, pelvic 
examination should be performed with care 
because of the danger of rupture of an in- 
tact pregnancy or further hemorrhage of 
an already ruptured sac. I feel that a spe- 
cial word of caution is due in cases elected 
for examination under anesthesia. 

Breast changes are generally not present 
except in advanced secondary abdominal 
pregnancy. Blood pressure and pulse read- 
ings are generally not changed to a signifi- 
cant degree in the usual atypical case. Ex- 
amination of the abdomen reveals varying 
degrees of tenderness which to some degree 
can be elicited in about 50 per cent of cases. 
Muscular ragidity is present in about 16 
per cent of cases. Rebound pain is occa- 
sionally observed. 

Abdominal Masses. These were observed 
in 7.5 per cent of Jarcho’s series. Curiously 
enough, in 2 of his patients these masses 
were found in the hypogastric regions. 

Cullen’s sign, a bluish discoloration of the 
umbilical region is widely acclaimed as a 
valuable sign of intraperitoneal hemor- 
rhage. Judging from personal experience 
and a survey of literature this sign is rarely 
noted. It is seen most often in patients 
with umbilical hernias. 

Abdominal distention, as_ previously 
noted, is a rather constant finding where 
there has been any degree of peritoneal 
bleeding. Fluid wave is a finding which is 
present in those cases with massive intra- 
peritoneal hemorrhage. These patients are 
so critically ill that they cannot be subjected 
to manipulation to elicit this sign, however. 


Pelvic examination can be as misleading 
as it can be helpful. Unilateral pelvic mass 
and cervical tenderness are the most sig- 
nificant findings. Those pregnancies which 
rupture or terminate early generally fail to 
produce any softening of the cervix. The 
uterus softens and may be enlarged, de- 
pending on the duration of the pregnancy. 
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Pelvic Mass. This will be found in those 
cases in which the pregnancy is large 
enough or where clots have been formed by 
free blood resulting in adhesions of omen- 
tum and gut to the rupture site. Pelvic 
masses were palpable in 51.4 per cent of 
Jarcho’s series. Obviously, the absence of 
a pelvic mass should not rule out ectopic 
gestation. Obesity and the extreme tender- 
ness present will often prevent recognition 
of such a mass. These pelvic hematoceles 
result in a “doughy” resistant feeling in 
the cul-de-sac best noted on rectovaginal ex- 
amination. 

Decidual casts can be of great diagnostic 
value when they occur in intact form. It is 
generally necessary to examine this micro- 
scopically to ascertain that no chorionic 
villi are present. 

Temperature. Temperature may be said 
to be normal or subnormal in typical cases, 
and in atypical cases, normal or slightly 
above normal. A subnormal temperature is 
one of the signs of intraperitoneal hemor- 
rhage. The increased temperature merely 
reflects continued peritoneal irritation by 
free blood, and a resulting mild pelvic peri- 
tonitis. 

DIAGNOSTIC AIDS 

There are several valuable diagnostic 
aids which we may employ in the diagnosis 
of ruptured ectopic pregnancy. Assay of 
the urine for the presence of chorionic go- 
nadotropic hormones can, in the occasional 
case, be the deciding factor. The Asch- 
heim-Zondek and Friedman tests were of 
very limited value due to the fact that forty- 
eight hours were required to obtain the re- 
sult. Since perfection of the frog test and 
various chemical tests for pregnancy this 
disadvantage is eliminated. They do not 
differentiate betwen intrauterine and ex- 
trauterine pregnancy, and if the results are 
negative, do not rule out the presence of an 
ectopic pregnancy. In Jarcho’s cases, the 
Friedman modification of the Aschheim- 
Zondek test was done in 53 cases and was 
positive in 43. This is probably higher 
than the general average since it is gen- 
erally considered that these tests revert to 
a negative reaction seven to ten days fol- 
lowing death of the pregnancy. 


131 


Cul-de-sac punctures is a relatively sim- 
ple procedure which can be done in the of- 
fice or in the hospital. If blood is aspir- 
ated it is taken to indicate intraperitoneal 
bleeding. It, however, can give both false 
positive and false negative results and can 
oftentimes be misleading. I personally feel 
that its greatest value lies in differentiating 
pelvic hematocele from pelvic abscess. There 
is a definite, though small, risk to cul-de-sac 
puncture and when done three conditions 
should be fulfilled. These are: (1) The as- 
pirating needle should be of sufficiently 
large bore to permit the passage of slightly 
clotted blood. (2) The vagina should be 
very carefully prepared to avoid the possi- 
bility of carrying infection into the hema- 
tocele. (3) Uterine fibromyomata, retro- 
verted uteri, and prolapsed adhered adnexae 
should be ruled out before performing cul- 
de-sae puncture. 

Uterine curettage occasionally may be 
of value when the scrapings reveal decidua 
without chorionic villi. Two possibilities 
must be kept in mind, however: (1) That 
the chorionic villi have degenerated and 
sloughed away; and (2) the remote possi- 
bility of combined intrauterine and extrau- 
terine gestation must be considered where 
chorionic villi are found. 

Visualization of the pelvic viscera 
through the Decker culdescope is stated to 
be quite valuable in the diagnosis of this 
condition. I have had no experience with 
it, but certainly, it should involve no un- 
usual risk when carried out by a skilled 
technician. 


Hysterosalpingography is mainly of value 
in cases of abdominal gestation, and here is 
extremely valuable. Beacham and Beacham 


report no untoward effect in a sizable 
number of cases. However, the possibility 
of producing an abortion when the preg- 
nancy is uterine should be kept in mind. 


DIFFERENTIAL DIAGNOSIS 
In the differential diagnosis the condi- 
tions most often confused with tubal abor- 
tion or rupture are: Acute appendicitis, pel- 
vic inflammatory disease, uterine fibroids, 
ovarian cysts and early abortion. In regard 
to ovarian cysts, I have observed two cases 
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handled by colleagues in which a ruptured 
corpus luteum cyst with massive intraperi- 
toneal bleeding was found when a preopera- 
tive diagnosis of ruptured ectopic preg- 
nancy had been made. Obviously, it would 
be impossible, and indeed unnecessary, to 
differentiate between the two conditions. 
SUMMARY 

In closing, this is a condition frequently 
misdiagnosed and responsible for occasional 
mortalities in the better clinics. The diag- 
nosis of ectopic pregnancy should be enter- 
tained in any woman with a recent men- 
strual irregularity and pelvic pain. When 
the diagnosis is entertained routinely it will 
be made more frequently. There are sev- 
eral valuable diagnostic aids available. 
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Dr. Robert W. Worden (Lake Charles): Dr. 
Callender is to be commended on the presentation 
of a clear and concise paper on the signs and 
symptoms of ectopic pregnancy. 

This is a difficult subject because it lies, not 
alone in the field of the obstetrician and gyne- 
cologist, but in the field of every doctor who is in 
active practice. It is the ever present hazard of 
every woman who conceives. 
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it is threatened or inevitable, and an ectopic preg- 
nancy, is of major consideration in a patient who 
has not been examined before the onset of patho- 
logical symptoms. We are all too prone to feel that 
any woman who has had a regular cycle and has 
missed a period and then starts to spot, bleed, or 
cramp is therefore threatening to abort. We must 
at all times consider an ectopic pregnancy. The 
diagnosis of ectopic pregnancy depends upon re- 
membering that there is such a condition. 

Dr. Callender points out the incidence of ectopic 
pregnancies as compared to normal pregnancies, 
together with the maternal mortality percentage of 
this condition. 

In the years from 1938 to 1941 at Cook County 
Hospital, Chicago, the incidence was 1 to 47 cases 
of intrauterine pregnancies which is in complete 
agreement with Dr. Callender’s figures. However, 
during this period of approximately 360 cases of 
ectopic pregnancies there was only 1 death, or a 
percentage of less than one-third of 1 per cent. 

This is the point that I would like to stress. Dr. 
Callender originally brought out that the delay in 
diagnosis jeopardized the patient’s welfare but 
with the advent of modern blood banks this is not 
nearly as serious as it was before the discovery 
that blood could be stored successfully. Cook County 
Hospital was one of the first institutions to estab- 
lish a blood bank under the full time mangement of 
a physician. Blood, if needed, was available within 
twenty minutes after arrival of the patient. This, 
I believe, definitely reduced the mortality rate as 
compared to Dr. Callender’s figures, since all of 
his stated statistics date back before the establish- 
ment of blood banks generally. Undoubtedly, if 
the corect picture is to be presented, the statistics 
should be based on the present mortality rate since 
the use of blood has become one of the routine pro- 
cedures; no more difficult than the giving of intra- 
venous fluids. 

In conclusion, I would like to comment about one 
other diagnostic procedure that Dr. Callender men- 
tions, that is, the simplicity of a cul-de-sac punc- 
ture. As he says, the usual precautions should be 
observed. However, I have never seen any ill 
effect from its use. One important point, which, 
I believe, Dr. Callender did not mention is that 
aspirated blood from the cul-de-sac, whether from 
ovarian bleeding or ectopic pregnancy, does not 
coagulate on standing. Fresh blood from a punc- 
tured vein or artery will coagulate on standing and 
this is, therefore, a point of differential diagnosis. 

The diagnosis of ectopic pregnancy from the 
signs and symptoms has not changed since it was 
written into the medical literature as a clinical 
entity. However, with modern facilities, the prog- 
nosis for the recovery of the patient is greatly 
increased. 
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THE SECRETARY-TREASURER OF 
THE STATE SOCIETY 

On October 1, 1950, our greatly respected 
Dr. P. T. Talbot will retire after thirty-two 
years of service as Secretary of the Louis- 
iana State Medical Society, and will be suc- 
ceeded by another illustrious member, Dr. 
C. Grenes Cole. 

Dr. Paul Tilman Talbot is retiring for 
reasons of health after these many years of 
faithful and efficient service to the Society, 
and to this Journal of which he has been 
Business Manager. “Tim” was born in 
1882, in Summerfield, Louisiana, Claiborne 
Parish. He received his education in the 
local schools and in the high schools of 
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Assumes Office of Secretary-Treasurer, 
October 1, 1950 
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Texas. He took a special premedical course 
at Texas A. & M., and was graduated from 
Tulane in 1908, after having served one 
year’s internship in Shreveport and two in 
Charity Hospital at New Orleans. He then 
began the practice of medicine in New Or- 
leans, and later specialized in gynecology 
and obstetrics. 

His interest in organized medicine was 
manifest early in his career. In 1918, he 
was elected to the secretaryship of the State 
Society, and in 1943, when the necessary 
activities of organized medicine and the 
threat of government domination became so 
real, he was made fulltime Secretary-Treas- 
urer, which position he has held until now. 


When Dr. Talbot first took up his duties 
the membership of the Society was about 
500. The dues were $2 a year, and the es- 
sential activities of the Society were limited. 
During the years that have passed, Dr. Tal- 
bot has seen the membership grow to 1900, 
and the responsibilities and activities of the 


Society have become greatly expanded. The 
majority of the physicians now practicing 


in Louisiana do not remember the time 
when Dr. Talbot was not Secretary-Treas- 
urer of the State Society. In his long ad- 
ministration of the office, he has endeared 
himself to a succession of presidents and 
executive committees for the admirable 
manner in which he has handled the prob- 
lems of his office, the care with which his 
duties have been discharged, and for the 
mature judgment, tempered with experi- 
ence, which he has made available to suc- 
cessive administrations. It has been note- 
worthy that he has never attempted to force 
his policies and ideas upon the organiza- 
tion. He has been tactful and gracious at 
all times. His sincere interest in furthering 
the welfare of the Society is reflected in the 
willingness of others to help hi *» == 

his part of the organization. The presi- 
dents, and others, have been dependent upon 
him and have drawn freely of his advice and 
experience. The membership now takes 
comfort in the knowledge of the fact that 
he will be available for conference and con- 
sultation where the interests of the Society 
are concerned. We all wish him comfort 
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and satisfaction in his retirement. We 
know that his reflections will have a bear- 
ing on the common good. The best wishes 
of all of us go with him. 

Dr. C. Grenes Cole brings to the office a 
wealth of experience and maturity of judg- 
ment, gained in long years of service to or- 
ganized medicine and to the profession in 
general. At a time when the standards of 
organized medicine are being threatened 
by Communism, the Society is most for- 
tunate in having been able to secure the 
services of Dr. Cole as Secretary-Treasurer. 


Dr. C. Grenes Cole was born in Greens- 
burg, Louisiana, St. Helena Parish, in 1880. 
He entered grade school at Greensburg, and 
later, attended the Louisiana State Univer- J 
sity. Following this, he entered the medi- 
cal department of Tulane University, grad- 
uating in 1908. He served a year’s intern- 
ship in the Shreveport Charity Hospital and 
two years’ internship in the Charity Hospi- 
tal at New Orleans. He later was house 
surgeon at Hotel Dieu; and following this, 
was assistant house surgeon in the Charity 
Hospital at New Orleans, from January 
1909 until 1914. Dr. Cole has been connect- 
ed with the teaching staff of both Tulane 
and Louisiana State University Medical 
Schools. Upon the organization of the 
Louisiana State University Medical Center § 
he was made Professor of Clinical and In- | 
dustrial Surgery. He was a member of the 
Board of Administrators of the Charity 
Hospital from 1930 until 1934. He was 
elected President of the Orleans Parish 
Medical Society in 1930. He has been Chair- 
man of the Committee on Public Policy and 
Legislation of the Orleans Parish Medical 
Society, or of the Louisiana State Medical 
Society, for many years. The masterly 
manner in which he has handled the great 
responsibilities of this assignment has 
evoked admiration and praise from the en- 
tire membership. His efforts in behalf of 
the proper legislation have been of immense 
benefit to all the doctors of Louisiana. 
Little does the public realize the protection 
which has been afforded them in this man- 
ner. 


Dr. Cole was elected Coroner of Orleans 
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Parish in 1934, and held this office until 
1950. 

He was one of the organizers of the 
Louisiana Surgical Association. He is Sen- 
ior Surgeon on the visiting staffs of Hotel 
Dieu, Southern Baptist, Mercy, and Charity 
Hospitals. 

In 1941, Dr. Cole became President of 
the Louisiana State Medical Society. He 
also served as State Chairman of the Medi- 
cal Preparedness Committee of the Ameri- 
can Medical Association. In this capacity 
he was of great service to the Office of 
Procurement and Assignment. He reflect- 
ed great credit on the State by the efficient 
and judicious manner in which the respon- 
sibilities of this office were handled. 

Dr. Cole is intimately acquainted with 
all the aspects of the State Society organi- 
zation. He is equally familiar with respon- 
sivilities and dangers confronting medi- 
cine at the present time. His assumption 
of the office is a source of satisfaction to all. 


4) 





VOLUNTARY HEALTH INSURANCE 
PLANS 
In the next few weeks the national cam- 
paign of the American Medical Association 
for voluntary health insurance will be pre- 
sented forcibly in wide advertising pro- 


grams. At the same time, an individual 
enrollment campaign will take place to 
reach every person acceptable in Louisiana. 
Blue Cross nationally now covers more 
than 38 million people for hospital expense. 
Blue Shield nationally now has more than 
15 million persons covered for medical and 
surgical expenses. The Blue Shield Plans 
have enrolled nearly one million new sub- 
scribers in the first quarter of 1950. Dur- 
ing the first quarter of 1950, all Blue Shield 
Plans collected $3,478,306, and returned to 
the doctors of this nation in the form of 
medical-surgical payments $30,384,399, or 
81.07 per cent of the total income. 
Louisiana Physicians Service, Inc. now 
has nearly 53,000 people enrolled in Louis- 
iana and has a potential annual premium 
value in excess: of $425,000 a year. It is 
anticipated that Louisiana Physicians Serv- 
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ice will pay to the doctors of this state next 
year nearly $500,000 through their Blue 
Shield program. 

Louisiana Physicians Service is spon- 
sored by the Louisiana State Medical So- 
ciety, is a member of the Blue Shield Medi- 
cal Care Plans and has been granted the 
seal of acceptance of the Council on Medi- 
cal Service of the American Medical Asso- 
ciation. Louisiana Physicians Service is 
now four years old, organized August 16, 
1946. Louisiana Physicians Service offi- 
cers hold three national appointments: Dr. 
O. B. Owens, its President, is Secretary of 
the national Blue Shield Commission; Dr. 
H. Whitney Boggs, its Secretary, is a mem- 
ber of the Blue Shield Physicians Relations 
Committee; and the Executive Director, 
Frank Lais, Jr., is a member of a three- 
man Blue Shield Public Relations Commit- 
tee, 

Louisiana Physicians Service, the Blue 
Shield Plan, and Louisiana Hospital Serv- 
ice, the up-state Blue Cross Plan, will joint- 
ly make Blue Cross, Blue Shield available 
to every person throughout the State of 
Louisiana during the period October 9 
through October 23. This individual en- 
rollment campaign has been authorized by 
the Board of Directors of both Plans, and is 
timed to tie in with the American Medical 
Association’s advertising program, urging 
your patients to enroll in voluntary heaith 
insurance plans. 

Louisiana Physicians Service has now 
more than 1000 participating physicians on 
its roster, who have agreed to perform sur- 
gical services at the amounts contained in 
the Louisiana Physicians Service schedule, 
on subscribers whose income, if single, is 
less than $2000, and on those family groups 
whose aggregate annual income is less than 
$3000. 

The material in regard to inJividual en- 
rollment will be mailed during the first 
week of October to every physician in the 
area serviced by Blue Shield. All physicians 
are requested to display the Blue Cross and 
Blue Shield posters, as well as to make 
available to their patients the Blue Cross- 
Blue Shield promotional literature and ap- 
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plications. The purposes of the campaign 
would be best served if this were placed in 
the physician’s waiting room. 

Voluntary health insurance is one of the 
most important factors in the fight against 
state medicine. Organized medicine urges 
every physician to explain and encourage 
its generalized acceptance and use. Every 


Organization Section 


physician should advise his patients to en- 
roll in Blue Cross and Blue Shield during 
this period as it will be the only time for 
another year when individuals can enroll in 
Blue Cross and Blue Shield. The doctors 
should talk Blue Cross and Blue Shield dur- 
ing September and October and intrigue 
their patients’ attention in the program. 





ORGANIZATION SECTION 


The Executive Committee dedicates this section to the members of the Louisiana 
State Medical Society, feeling that a proper discussion of salient issues will contrib- 
ute to the understanding and fortification of our Society. 


An informed profession should be a wise one. 


CALL TO MILITARY SERVICE 

Officers and leaders of organized medi- 
cine and individual doctors throughout the 
Country are vitally interested at this time 
in medical service to be rendered the armed 
forces and civilians during the present war 
emergency. Much discussion has been held 
concerning this matter and a special meet- 
ing of the Executive Committee of the State 
Society was called on July 22 for consider- 
ation of the subject. Col. Hardy A. Kemp, 
representing Col. David M. Liston, Surgeon 
of the Fourth Army, Ft. Sam Houston, 
Texas, was present and discussed the ques- 
tion of enlistment of physicians in the 
armed services and also the question of 
physical examination of recruits and in- 
ductees by civilian physicians. The Execu- 
tive Committee went on record at this meet- 
ing of approving call of men in the V-12 
and ASTP groups as long as possible be- 
fore calling other physicians to the armed 
services. This is in line with action taken 
by other state organizations throughout 
the country and by the American Medical 
Association; however, information has been 
received from the Washington Office of the 
AMA that “an Army spokesman has em- 
phasized the fact that medical reserve corps 
officers will have to be called regardless of 
pending legislation for draft of ASTP and 
other doctors who have not served’’. It has 
been pointed out that although several bills 
which pertain to draft of doctors have been 
introduced in Congress passage of such 


legislation will take considerable time and 
the need for physicians at this time is ur- 
gent. In view of this the following pro- 
cedure has been followed: (1) The Surgeon 
General’s Office has determined military 
medical needs, including totals of various 
specialists required. (2) Each Army com- 
mand in continental United States has been 
ordered to supply a definite quota of re- 
serves of specified skill and rank, as a safe- 
guard to the civilian*opulation and to in- 
sure a “fair and equitable” distribution of 
call-up orders, totals for each Army area 
are based on the physician density in that 
particular area. (3) Army commanders will 
select the particular reserve officers to be 
called up from their areas, with considera- 
tion given to past military service records. 
(4) By September 10, Army commanders 
must report names of men so selected to the 
Surgeon General’s Office, which will make 
assignment recommendations. (5) Com- 
manders may not call up medical reserves 
from internships, from residencies or from 
full-time postgraduate courses; however, 
commanders may use their own discretion 
in the case of medical reserves engaged in 
research “considered necessary to main- 
tenance of the national health, safety or in- 
terest,’ and those whose call to active duty 
might jeopardize the health of the com- 
munities in which they reside. 


In line with the above, Army Command- 
ers have been ordered to “make every ef- 
fort” to enlist the cooperation of established 








HO ohn sal 


in- 

in- 
uty 
ym- 


nd- 
ef- 
hed 








ea 4 





Louisiana State Medical Society News 


medical societies and “wherever feasible”’ to 
consult with senior medical officers. The 
Louisiana State Medical Society, of course, 
is ready and willing to cooperate in every 
manner possible in this serious undertaking 
and it is also felt that component societies 
will do likewise when called upon to assist 
in furnishing medical officers and at the 
same time maintain an adequate number 
of doctors for civilian practice. 

It is Col. Kemp’s opinion that establish- 
ment of a procurement and assignment sta- 
tion in New Orleans and in Shreveport will 
meet the present needs. At a later date 
other centers will be established as the need 
develops. 

At the special meeting of the Executive 
Committee Col. Kemp furnished informa- 
tion concerning physical examination of re- 
cruits and inductees by civilian physicians. 
He stated that current instructions appli- 
cable to the use of civilian physicians and 
other non-military services in connection 
with physical examinations performed by 
recruiting main stations are as follows: The 
Secretary of Defense has directed that all 
persons inducted through the Selective 
Service System be processed through re- 
cruiting main stations of the Department 
ot the Army and Department of Air Force 
Recruiting Service. The physical stand- 
ards for induction will be those outlined in 
AR 40-115, 1948. Existing military medi- 
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cal facilities and equipment will be used to 
the maximum extent in the accomplishment 
of physical examination of registrants. The 
compensation allowed to each civilian phy- 
sician for the physical examination (includ- 
ing urinalysis but excluding serology and 
chest x-ray) of applicants for enlistment in 
the Department of the Army-Department 
of the Air Force (excluding civilian com- 
ponents) when such examinations are au- 
thorized by regulations or orders, will be 
$25.00 a day, unless the number to be ex- 
amined is so small that it would be more 
economical to hire him on a basis of $5.00 
for a single examination and $2.00 for each 
additional examination on the same day. 
Col. Kemp also furnished information con- 
cerning special types of examination and 
this is on file in the office of the Society for 
members who may wish to review it. 

It is most probable that members of the 
Society will be requested in the near future 
to furnish data concerning their present 
military status and service rendered in the 
armed forces. When these are mailed out 
it is hoped that every doctor will return 
them promptly so that information will be 
available when determining enlistment of 
doctors on a civilian and military basis. 

All pertinent facts concerning this sub- 
ject will be furnished members of the So- 
ciety from time to time either by letter or 
through the columns of the Journal. 
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LOUISIANA STATE MEDICAL SOCIETY NEWS 
CALENDAR 
PARISH AND DISTRICT MEDICAL SOCIETY MEETINGS 


Society Date Place 
East Baton Rouge Second Wednesday of every month Baton Rouge 
Morehouse Third Thursday of every month Bastrop 
Natchitoches Second Tuesday of every month 
Orleans Second Monday of every month New Orleans 
Ouachita First Thursday of every month Monroe 
Rapides First Monday of every month Alexandria 
Sabine First Wednesday of every month 
Second District Third Thursday of every month 
Shreveport First Tuesday of every month Shreveport 
Vernon First Thursday of every month 


ANNUAL MEETING—N. 0. GRADUATE 
MEDICAL ASSEMBLY 
The fourteenth annual meeting of The New 
Orleans Graduate Medical Assembly will be held 
March 5-6-7-8, 1951, headquarters at the Municipal 
Auditorium. An interesting program is in proc- 
ess of preparation. 





LA. ACADEMY OF GENERAL PRACTICE 

At the regular July meeting of the Orleans Chap- 
ter of the Louisiana Academy of General Practice 
the following men were elected to office for the 
year 1950-1951. 

President, Dr. V. P. Blandino; Vice President, 
Dr. George Feldner; Secretary, Dr. C. R. Robin- 
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son; Treasurer, Dr. C. Tardo. 

Board of Directors: Dr. N. Chetta, Dr. R. Gil- 
laspie, Dr. Theo. Kern, Dr. T. Kavanaugh, Dr. E. 
Fatter, Dr. C. P. Cabibi. 


WOMAN’S AUXILIARY PROGRAM—1950-51 
The Woman’s Auxiliary, in the July, 1950, issue 
of their informative and helpful publication “News 
and Views” have outlined a planning program for 
the year 1950-51. 
bers and members of the Society to know that they 


They wish all Auxiliary mem- 


adhere to the twelve point program of the Ameri- 
can Medical Association and feel that they wish to 
further its aims and objectives. 
SOUTHERN CHAPTER OF CHEST PHYSI- 
CIANS MEETING JOINTLY WITH THE 
SOUTHERN MEDICAL ASSOCIATION 
The Southern Chapter of the American College 
of Chest Physicians will meet November 12-13, 
1950, jointly with the Southern Medical Association 
meeting November 13-16, 1950, Statler Hotel, St. 
Louis, Mo. An interesting program has been ar- 
ranged, beginning in the afternoon of Sunday, No- 
vember 12, and extending until the early afternoon 
of Monday, November 13. The papers listed in- 
clude many aspects of diseases of the chest, con- 
Dr. Alfred Gold- 
man, St. Louis, is Chairman of the Arrangements 


sidered medically and surgically. 


Committee. 


PRESIDENT ERNEST E. IRONS ADDRESSES 
THE HOUSE OF DELEGATES 

At the opening meeting of the House of Delegates 
of the American Medical Association, June 26, 1950, 
in San Francisco, Dr. Ernest E. Irons, President 
of the American Medical Association, made an 
address and a report on progress in American 
Medicine. 


of the profession was presented. 


A comprehensive summary of the status 
In part and in 
coi.ciusion, the following remarks were made: 
You, the members of this House of Delegates, 
represent all the states in the Union. It is by your 
efforts and influence that every doctor can be 
shown the part which he must play in the present 
crisis. We as physicians have traditionally 
shunned political activities. During war physicians 
have always joined in efforts o save our republic. 
Now is the time again to come to the rescue of our 
country, this time to help save it from socialism. 
Physicians in every community must accept and 
take on the responsibilities of citizenship. First 
they must register and then vote. A survey taken 
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recently disclosed that 13 per cent of physicians in 
the localities surveyed were not registered; in fact, 
22 per cent did not vote. In this respect they are 
not different from other well meaning and patri- 
otic groups; for example, 26 per cent of bank em- 
ployees and executives were not registered and 
32 per cent did not vote. The same survey re- 
vealed similar figures for pharmacists and min- 
isters and for members of chambers of commerce. 

We, as physicians, must pause in our practice 
long enough to inform ourselves of the issues 
which confront our country. We must realize 
that the country is being undermined by treacher- 
ous proposals initiated in the name of doing good. 
We must take an active part as citizens in our 
government. The problem is simply stated: Com- 
pulsory health insurance is socialized medicine 
despite recent frenzied political efforts to escape 
the issue. To socialize medicine is to socialize 
America. The effectiveness of our city, county 
and state aid programs for the needy and indigent, 
the further development of preventive medicine, 
the rapidly growing professional and commercial 
voluntary insurance against the financial hazards 
of illness, the multitude of fraternal and religious 
charitable and self-help agencies, must not be 
jeopardized and ruined by the imposition of de- 
ceptive and wasteful socialistic proposals ad- 
vanced by those who hope to profit politically at 
the expense of the freedom of the American 
citizen. 

Do we as a people wish to rush down the social- 
ist road after Great Britain? The answer obvi- 
ously is “no,” but we must present forcefully our 
convictions. We as physicians and citizens shall 
not relax until, with other patriotic groups in 
business, on the farm, in the other professions and 
labor, we shall have rolled back the socialist flood 
that threatens to engulf our American freedom 
and our solvency. 

“As I conclude my year of service as President, 
may I thank you again for the honor you have 
done me, for your own efforts in our crusade and, 
most of all, for your support, which has made a 
trying and difficult year much easier. Among the 
compensations have been the cooperation of the 
general medical profession and the unity of phy- 
sicians and of other patriotic groups in our fight 
to maintain freedom of medicine and freedom of 
America.”’ 


ANNUAL ASSEMBLY OF THE U.S. CHAPTER 
OF THE INTERNATIONAL COLLEGE 
OF SURGEONS 

The Fifteenth Annual Assembly of the United 
States Chapter of the International College of Sur- 
geons will be held in Cleveland Ohio, October 31 
to November 3, with headquarters at the Cleveland 
Hotel. 


Surgical Clinics will be held in several Cleveland 


reat 
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hospitals on Monday, October 30. All scientific 
sessions will be held at the Cleveland Public Audi- 
torium 9:00 a. m. to 5:00 p. m. Tuesday through 
Friday. A most excellent program has been ar- 
ranged at which time some of the most prominent 
surgeons of America, and some foreign speakers, 
will discuss the current contemporary surgical 
scene. 

Through the 


courtesy of Smith, Kline and 


French Laboratories, a fine colored television 
program of surgical procedures, originating from 
the St. Vincent’s Charity Hospital, Cleveland, will 
be shown daily in the auditorium from 9:00 a. m., 
to 1:00 p. m. Motion pictures will also be pre- 
sented each day depicting many of the recent ad- 
vances in surgery and surgical technique. 


ALVARENGA PRIZE FOR 1950 AWARDED 

On July 14, 1950, the College of Physicians of 
Philadelphia awarded the Alvarenga Prize for 
1950 to Ephraim Shorr, M. D., Associate Profes- 
sor of Medicine, Cornell University Medical Col- 
lege, for his outstanding work in shock which 
has provided a clearer understanding of the 
mechanism of this important condition. 

The Alvarenga Prize was established by the will 
of Pedro Francesco DaCosta Alvarenga of Lisbon, 
Portugal, an Associate Fellow of the College of 
Physicians of Philadelphia, to be awarded annually 
by the College of Physicians on the anniversary of 
the death of the Testator, July 14, 1883. 








IMMEDIATE FIRST-AID TRAINING NEEDED 
IN CARE OF ATOMIC BOMB CASUALTIES 


Immediate training of large numbers of physi- 
sicians or the public, or both, to care for atomic 
bomb casualties was urged today by Dr. Everett I. 
Evans of Richmond, Va., member of the National 
Research Council’s Committee on Atomic Casual- 
ties. 

“If any large American city suffers atomic bomb 
attack, the numbers of burn casualties will tax all 
preparations authorities are likely to be able to 
provide,” Dr. Evans pointed out in an article in 
the current (July 29) Journal of the American 
Medical Association. 

Dr. Evans is professor of surgery and director 
of the surgical research laboratories at the Medical 
College of Virginia; surgical consultant to the 
Atomic Bomb Casualty Commission (Far East 
Command), Tokyo, Japan; chairman of the Na- 
tional Research Council’s Subcommittee on Burns, 
and a member of the council’s Committee on Sur- 
gery. 

It is now well known that the temperature in the 
immediate vicinity of an atomic bomb burst may 
rise to several million degrees, and that even in the 
“outer zone” radiant heat is dissipated in such 


large amounts that severe burns 


Evans said. 


result, Dr. 


“A disturbing feature of all disaster planning 
for burn care is the seeming complexity of this 
care even when it is reduced to the barest essen- 
tials,” he continued. “More disturbing is the plain 
truth that so few physicians and fewer lay 
persons are trained in even the simplest methods 
of burn care”’. 





LOUISIANA PHYSICIANS SERVICE, INC. TO 
AGAIN ENROLL INDIVIDUALS IN OCTOBER 


Louisiana Physicians Service, Inc., the Blue 
Shield Plan for medical, surgical and obstetrical 
benefits, sponsored by the Louisiana State Medical 
Society, will again make its program available to 
every individual throughout the State of Louisiana 
for a two week period, October 9 through October 
23. Both Blue Cross for hospitalization and Blue 
Shield for medical, surgical benefits, will be made 
available to any and all of your patients who so 
desire to enroll and thereby systematically budget 
and prepay the costs of hospital, medical and sur- 
gical care. 

The American Medical Association, during the 
month of October, will spend $1,100,000.00 urging 
people to secure some form of voluntary health 
plans; however, it is the objective of organized 
medicine to see that many millions more enroll 
throughout the country. 


Louisiana Physicians Service is now four years 
old. Its protection now covers more than 52,000 
people throughout Louisiana. Louisiana Physicians 
Service has a potential income of more than $425,- 
000.00 a year. This means that more than 52,000 
people throughout the state are systematically ar- 
ranging to pay their doctor bills through the Blue 
Shield services, offered by Louisiana Physicans 
Service, Inc. 


From a national standpoint, nearly 38 million 
people are covered by Blue Cross for hospital serv- 
ices and nearly 16 million are enrolled in Blue 
Shield Plans for medical, surgical care. 


During the first week of October, Blue Cross and 
Blue Shield will mail a joint package to physicians 
in the up-state area of Louisiana. The package 
will contain promotional literature and applica- 
tions for your patients. Every physician is urged 
to make this material available to his patients 
through his waiting room. Each physician is also 
requested to remind his patients that both Blue 
Cross and Blue Shield are available to everyone 
during the weeks of October 9 through October 
23, 1950. 

The Board of Directors of Louisiana Physicians 
Service, through its President, Dr. O. B. Owens, 
has requested the cooperation of every physician 
throughout Louisiana by seeing that as many pa- 
tients as possible are enrolled in Blue Shield and 
Blue Cross between October 9 and October 23. 
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BOOK REVIEWS 


Breast Deformities and Their Repair: By Jacques 
W. Maliniac, M. D., New York, Grune & Strat- 
ton, Inc., 1950. Price, $10.00. 

One of the few books devoted to this subject, its 
purpose is to inform the surgeon, gynecologist and 
obstetrician the safe procedures for the correction 
of breast deformities. Written by an author who 
has had extensive experience in mamoplastic sur- 
gery it covers in unusual detail the anatomical and 
physiological relation of the breast to plastic re- 
pair. The treatise presents every known deform- 
ity and anomaly of the female breast with the indi- 
cations and operative methods best suited to each. 
To the uninitiated the many types of procedures 
presented may be confusing but the technics are 
described in sufficient details so as to give the occa- 
sional operator a practical and rather accurate 
working basis. 

The entire text represents much care and thought 
and should be of valuable assistance not only to 
those for whom the book is intended but also to 
plastic surgeons themselves. The work is clearly 
written in a direct style and each chapter is gen- 
erously illustrated. 

The book is recommended as a concise description 
of all phases of breast correction. 

WALDEMAR R. METz, M. D. 


Depletion: By H. L. 


Water and Salt 
Springfield, Illinois, Charles C. 
80 p. Price $2.50. 


Marriott, 
Thomas, 1950, 


The text represents a series of Croonian Lec- 
tures delivered before the Royal College of Physi- 
cians, London, December 1946. The lectures were 
printed earlier in the British Medical Journal, 
while the present book is one of a series entitled 
The book is of 
black grained leatherette 
It is light in weight and convenient to hold 
and read while traveling. 

The around the clinical im- 
portance of distinguishing between a pure water 
and a combined salt and water dehydration. The 
two conditions are contrasted as to their osmotic 
effect on the three water compartments of the 
body. Their differential diagnosis is clearly put in 
table 6. Their causation and prevention is dis- 
cussed. A particularly strong and useful feature 
is chapter 20 in which simple rules are set up for 
treatment: gauging type of fluid, amount of fluid, 
route and rate of administration. 


American Lectures in Physiology. 
neat handbook 
cover. 


size in 


account is woven 


The text is easy flowing and clear, is ideal for 
the busy practicing physician. This was the au- 
thor’s deliberate purpose. 

The experienced reader should not hope to find 


a discussion of any of the original literature that 
has appeared since 1946, the time of the lectures. 

There is an over-all tendency to omit discussion 
of certain well controlled animal experiments in 
the literature: Muntwyler’s attempt to quantitate 
interstitial and plasma volume relationships during 
salt dehydration in the dog; certain attempts to 
quantitate tissue electrolyte changes (Eichelberger; 
Darrow). There is no mention of D. C. Darrow’s 
emphasis on potassium deficiency in certain dehy- 
drations. Cardiac edemas are relegated, as.to cause, 
to elevated venous pressure alone. 


The experienced reader will also find that the 
story repeats itself too often. This is an outgrowth 
of the outline chosen. A number of chapter titles 
seem to be on nearly identical subjects with a 
slightly different turn. Knowing that the field is 
difficult to present to beginners and realizing the 
material is designed for a lecture the reviewer is 
willing to overlook this fault. 

Errors in proof reading are very few indeed: 
p. 72, change “there” to “three”. The format of 
the book is most pleasing. 

WALTER S. WILDE, M.D. 


PUBLICATIONS RECEIVED 


J. P. Lippincott Co., Philadelphia: Annual Re- 
print of the Reports of the Council of the Ameri- 
can Medical Association, 1949; New and Nonoffi- 
cial Remedies, issued under the direction and su- 
pervision of The Council of Pharmacy and Chemis- 
try, American Medical Association. 

W. B. Saunders, Philadelphia: Techniques in 
British Surgery, edited by Rodney Maingot, FRCS; 
Plastic and Reconstructive Surgery, by Ferris 
Smith, M. D., F. A. C. S.; A Text-Book of X-Ray 
Diagnosis, (Second Edition), edited by S. Cochrane 
Shanks, M. D., and Peter Kerley, M. D. 

Charles C. Thomas, Publisher, Springfield, Il: 
Enzymes, Growth, and Cancer, by Van R. Potter, 
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